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CANCER OF THE GASTRO-INTESTINAL 
TRACT. 
DELIVERED IN THE Post-GrapUATE CoURSE OF THE 
MaANcHESTER CoMMITTEE ON CANCER 


By ~ 


ARTHUR H. BURGESS, M.B., Cu.B., M.Sc.Vict., 
F.R.C.S.EnG., 
PROFESSOR OF CLINICAL SURGERY, UNIVERSITY OF MANCHESTER; 
SURGEON TO THE MANCHESTER ROYAL INFIRMARY. 


No apology is needed for the institution of this series of 
lectures by the Manchester Committee on Cancer when we 
refer to the statistics of cancer in general, and those of 
the gastro-intestinal tract—the subject allotted to me—in 
particular, 

The returns of the Registrar-General for the last two 
completed years (1923 and 1924) show that in England and 
Wales the total deaths from cancer were: 


Deaths from Cancer (England and Wales). 


1923. 1924. 
Toial ... 48,668 ...... 50,389 


In each instance these figures are the highest pre- 
viously recorded, so that the crest of the wave of cancer 
mortality has not yet been reached. 

Of these 50,389 total cancer deaths 26,670—that is, more 
than one-half—were due to cancer of the alimentary canal, 
excluding the buccal cavity. 


Deaths from Cancer of the Alimentary Canal, excluding the 
Buccal Cavity. 


Males. | Females | Total. 


Cancer of pha?ynx, oesophagus, stomach, 
liver, and adnexa .. 
Cancer of peritoneum, intestines, and 


8,552 7,153 15,705 
5,437 5,528 10,965 


Death Rate - million at all Ages from Cancer of the Alimentary 
anal, excluding the Buccal Cavity (1924). 


Persons. Males. | Females 


Cancer of pharynx, oesophagus, stomach, Z 
liver, and adnexa... 404 460 353 
Cancer of peritoneum, intestines, and 
Total ... 686 752 626 


>. 


In every instance, again, these figures are the highest 


yet regorded. 
Spy 


The same tale is told by our local statistics. The deaths 
from cancer in the Manchester area have steadily risen 
from 875 in 1919 to 1,055 in 1925. Of this last year’s total, 
519 (that is, practically one-half) were of the gastro- 
intestinal tract, and almost exactly one-third were from 
cancer of the stomach alone. 

In the United States of America, out of nearly 100,000 
deaths from cancer every year, more than one-third 
(roughly 35,000) are due to cancer of the stomach alone. 

This high frequency of involvement of. the alimentary 
canal is not altogether surprising when we consider the 
great variety of substances which we deliberately introduce 
into it, many of which must prove of an irritant character. 
Moreover, the very high temperature at which much of our 
food is swallowed probably plays no unimportant part, 
since, whatever view we may take as to the final and deter- 
mining cause of cancer, there can be no doubt but that 
long-continued local irritation is a very potent predisposing 
factor. The great frequency of cancer of the stomach has 
aroused much discussion as to its relation to gastric ulcer, 
and a few years ago we were all alarmed by the statement 
of the pathologists to the Mayo Clinic (Wilson and 
McCarty) that 71 per cent. of the specimens of carcinoma 
of the stomach removed there showed evidences of pre- 
ceding ulceration, and that 68 per cent. of chronic gastric 
ulcers removed under the impression that they were simple 
ulcers showed early carcinoma at their periphery. So 
astoundingly at variance with our clinical experience did 
these statistics seem that, at the request of the Manchester 
Pathological Society, Dible and Morley investigated a series 
of cases treated by the surgeons of Manchester and Salford, 
and they found that of 126 ulcers removed on a clinical 
and macroscopical diagnosis of simple ulcer none showed 
any microscopic evidence of malignant change, while out 
of thirty-three gastric cancers im two only (that is, 6 per 
cent.) did the clinical and histological evidence point to 
pre-existent ulceration. The clinical experience of most of 
us will, I think, lead us to regard the latter view as more 
nearly representing the truth of the question, which is 
certainly one of great practical importance in the surgical 
treatment of gastric ulcer. 

In the colon the frequent association of multiple papille- 
mata with carcinoma renders it very probable that many 
carcinomata in this region arise from malignant degenera- 
ton of pre-existent papillomata, and this view is supported 
by the not very rare coexistence of two or more separate 
malignant growths in the colon. It is usually held that 
the lower growths are implantations from that most 
proximally situated, which is regarded as the primary; 
another possible explanation, however, is that malignant 
degeneration has occurred in more than one pf multiple 
papillomata of the colon. 

In the short time at my disposal it is quite impossible to 
deal at all fully with the enormous subject of cancer of the 
gastro-intestinal tract, and I can refer only to certain 
points. Inasmuch as the main object of the Manchester 
Cancer Committee is to improve the results of treatment of 
this disease, and since success in treatment is dependent 
upon its early application, I feel I can best utilize the 
time in considering the early symptoms and the early 
diagnosis as it affects the stomach, colon, and rectum— 
the most common sites—and in briefly outlining the lines 
of surgical treatment for cancer in each of these situations. 
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CaNcER OF THE STOMACH. 

When one considers the great frequency of cancer of the 
stomach—constituting one-third of all cases of cancer—it 
is very disappointing to find how comparatively few cases 
come into the hands of the surgeon at a stage sufficiently 
early to offer a good prospect of permanent success from 
radical operation. Too much attention has in the past 
been paid to the classical textbook picture of this condi- 
tion: the palpable tumour, the vomiting of coffee-ground 
material, and the marked loss of flesh—together indicating 
a stage much too advanced for any reasonable hope of cure 
by surgery. Unfortunately, in the early stages a confident 
diagnosis from symptoms alone is usually impossible; they 
serve merely to raise a suspicion of gastric cancer, which 
may, however, in many cases be supplemented and con- 
firmed by certain methods of physical examination. 

The gradual onset of “ indigestion,’’ especially when 
occurring in a male, after mid-life, without any obvious 
cause, and in one who has not previously been a chronic 
dyspeptic, should always excite suspicion, arising, as it 
does, ‘‘ in the midst of health ’”’ (Horder); a long dyspeptic 
history, even of many years, does not, on the other hand, 
exclude a carcinoma, since this may be engrafted upon a 
very chronic ulcer. Loss of appetite is often an early 
symptom, and may amount to an actual loathing for food 
even though this causes no pain whatever. An uneasy 
feeling in the epigastrium, increased eructations of wind 
often ‘accompanied by a little fluid with an acid taste, 
nausea after and sometimes before food, and occasional 
slight vomiting, may all be noted in the early stages of 
carcinoma of the stomach, as they may also in other and 
non-malignant dyspepsias, so that there is nothing charac- 
teristic in them. The important point, however, is that in 
early malignancy these symptoms are but little if at all 
relieved by careful dieting, whereas such usually leads to 
considerable relief in the case of ulcer and other non- 
malignant dyspepsias. Later the epigastric discomfort 
develops into a definite pain, more constant and intract- 
able and less definitely related to meal-times than in ulcer, 
and, unlike this, seldom relieved by food; the pain is often 
felt in the small of the back and between the shoulders, 
as well as in the epigastrium. Vomiting becomes more 
constant but gives much less relief than in ulcer, and 
when the surface of the growth begins to ulcerate the vomit 
has a ‘ coffee-ground ’’ character; a large haematemesis is 
uncommon, and when it occurs is usually the result of the 
growth eroding into a large vessel, so that it often proves 
rapidly fatal. In spite of treatment, steady loss of weight, 
of strength, and of colour are to be noted, and still later 
an anxious expression, slight fever, and steadily increasing 
cachexia complete the clinical picture. 

The physical findings on abdominal examination depend 
largely on the location of the growth in the stomach. In 
pyloric growths, especially -if causing stenosis, inspection 
may reveal the outline of a dilated stomach, sometimes 
with visible peristalsis passing along it from left to right, 
and palpation of the relaxed abdomen may reveal a definite 
tumour just above the navel; in growths of the body or 
lesser curvature the abdominal findings on palpation are 
often negative, though sometimes an indefinite mass is 
palpable deeply under the left costal margin. One should 
always feel for enlarged hard glands just above the left 
clavicle in any case of suspected abdominal malignancy, 
their presence indicating that metastasis has already 
occurred. 

When through some of the already mentioned symptoms 
and signs suspicion of carcinoma of the stomach has been 
aroused, how are we to proceed in our investigations? 
Unfortunately, direct inspection of the stomach by means 
of the gastroscope has not, as yet, come to be a practicable 
proposition. Owing to the difficulties and dangers attend- 
ing its introduction, its limited field of vision, and the 
impossibility of bringing all parts of the stomach into 
view, the gastroscope, except in the hands of a very few 
experts, is not likely to prove of much assistance. The 
three most generally applicable special methods of physical 
examination are test meals, the search for occult blood in 
the as and radiography or fluoroscopy after a bismuth 
meal, 


1. Test Meals, 

Until the comparatively recent advent of the fractional 
test meal method the single test meal of Ewald was that 
universally employed, and it was formerly considered that 
the absence of free hydrochloric acid in the Ewald test 
meal indicated carcinoma of the stomach, in contradistinc- 
tion to gastric ulcer, in which the amount of free hydro- 
chloric acid was held to be increased. It 1s now recognized, 
however, that free hydrochloric acid may be absent in 
conditions other than carcinoma—for example, in _per- 
nicious anaemia, in gastric syphilis, in wasting diseases 
generally, and even in 4 per cent. of normal young men 
(Bennett and Ryle); eanacidity may occur even in some 


cases of gastric ulcer, especially when located near to the’ ~ 
-eardiac orifice. 


Per contra, when carcinoma supervencs 
upon a previously existent gastric ulcer the amount of 
free hydrochloric acid may considerably exceed the normal, 
The fractional test meal—in which, after the ingestion 
on an empty stomach of one pint of oatmeal, small quanti- 
ties, about 2 c.cm., of the gastric contents are withdrawn 
by aspiration with Ryle’s tube and syringe at intervals of 
fifteen minutes throughout the whole period of digestion 
and their hydrochloric acid content estimated—has con- 
siderable advantages over the old single test meal of Ewald, 
and gives more accurate results, Thus, Dr. A. F. Hurst 
shows! that in the cases of cancer of the stomach investi- 
gated at the New Lodge Clinic the Ewald test meal showed 
achlorhydria in 80 per cent., while with the fractional 
method hydrochloric acid was absent throughout the entiro 
period of digestion in only 63 per cent. In the Mayo 
Clinic Hartman? reports that with the fractional test meal 
free hydrochloric acid was absent in only 50 per +cent. of 
their cases of gastric cancer; this anacidity was not in- 
fluenced by the location of the carcinoma, but was definitely 
so by the duration of the disease—the more advanced the 
carcinoma the less often is free hydrochloric acid found. 
He considers the presence of the free acid to have some 
prognostic value, since it was found that of the patients 
with a resectable cancer those with anacidity had a 44 per 
cent. chance of at least five years of post-operative life, 
and double the chance of a similar patient with free 
hydrochloric acid. 

The conclusion we arrive at, then, with regard to test 
meals is that, though of undoubted value as one link in 
the chain of evidence, yet the presence of free hydro- 
chloric acid cannot be looked upon as exclusive of a 
malignant growth of the stomach, nor can its absence, in 
itself, be held to indicate such. 


2. Occult Blood in the Faeces. 

For this test the patient should be upon a haemoglobin- 
free and also a chorophyll-free diet. If carried out with 
proper precautions the constant presence of occult blood in 
the faeces is a valuable sign of malignant disease of the 
gastro-intestinal tract, and Dr. Hurst states that he has 
never seen a growth either of the stomach or colon where 
occult blood was not present. Occult blood is, of course, 
met with in all cases of active ulceration of the stomach 
or duodenum, but here tle x-ray appearances are usually 
sufficiently characteristic to prevent error i” diagnosis. 
The persistence of occult blood in a case considered on 
other grounds—clinical history, x-ray appearances, etce.— 
to be one of chronic simple ulcer is extremely suspicious of 
the supervention of a malignant change. 


3. Radiography after a Bismuth or Barium Meal. 

This is undoubtedly the method upon which most reliance 
can be placed, and in experienced hands a very high 
degree of diagnostic accuracy is nowadays attainable. 

If the malignant growth has advanced sufficiently to 
involve all the coats of the stomach the g rays will reveal 
some defect of contour or some change in the peristaltic 
movements of the viscus. One must not, however, expect 
too much from this method, and if the carcinoma be small 


and has not extended to the muscular coat the x rays may 


not demonstrate any abnormality. Cancer of the cardiac 
end of the stomach is especially likely to be overlooked by 


the radiologist. 
In any case where a fairly strong suspicion of carcinoma 
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of the stomach on clizical grounds is not supported by any 
definitely positive findings on physical examination (espe- 
‘cially with x rays), before resorting to exploratory laparo- 
tomy the effect of careful diet and medical treatment may 
be first tried. Sir Thomas Horder advises laparotomy in 
any gastric case where there is a failure to gain weight or 
at any rate to maintain weight after the end of the 
third week of efficient medical treatment. It must not, 
however, conversely, be too readily assumed that a definite 
gain of weight under such conditions excludes the presence 
of a carcinoma, and Dr. Hurst believes that the majority 
of patients with carcinoma of the stomach gain weight 
after'a fortnight in bed with careful dieting. 


Operation for Diagnosis. 

Exploratory laparotomy must be more generally adopted 
than is at present the case if carcinoma of the stomach is 
to be discovered at a stage sufficiently early to offer a hope 
of radical rure. Whilst I do not wish to be understood as 
advocating a wholesale resort to this method of ensuring 
the diagnosis of all indefinite gastric complaints, yet I 
would certainly recommend that exploratory laparotomy 
should be performed where the suspicion of carcinoma on 
clinical grounds is strong, even if unsupported by any 
definitely positive finding on physical examination, and 
where careful medical treatment fails either to increase 
the weight or to maintain any initial increase. In such 
cases, even if the operation should, fortunately for the 
patient, fail to disclose a carcinoma, yet it will generally 
happen that some other cause for the symptoms will be 
discovered and surgically remedied. 


Operative Treatment. 

In the operative treatment of gastric carcinoma one 
should always aim at a radical operation, and the first 
question to decide in any given case is whether any condi- 
tion be present which puts out of court any hope of a 
radical removal. Such contraindication may be capable of 
discovery (a) before laparotomy, or (lb) only after the 
abdomen has been opened. Apart from conditions of a 
general and constitutional nature such as would preclude 
any severe operation, certain local conditions are definite 
contraindications: (1) enlargement of the liver, especially 
if associated with ‘ umbilicated ” nodules; (2) ascites of 
a degree sufficient to be detected clinically; (3) enlarged 
glands in the supraclavicular region, particularly on the 
left side; (4) secondary peritoneal deposits engrafted, 
by gravity, upon the pelvic peritoneum and detectable 
clinially on rectal examination as an induration of the 
recto-vesical pouch (a rectal examination should never be 
omitted when considering the feasibility of radical opera- 
tion in any abdominal malignant condition, and the 
detection of induration in the recto-vesical pouch not 
infrequently prevents a useless operation); and (5) a mass 
palpable through the abdominal wall is frequently held to 
contraindicate radical measures, but does not necessarily 
do so. It depends more upon the question of fixity than 
of palpability. A palpable mass, if fixed, would certainly 
prevent a radical operation, but not so if mobile. 

Contraindications to radical operation discoverable only 
after a laparotomy are: (1) small secondary deposits in 
the liver—these are detectable only when near the surface; 
(2) peritoneal deposits on the peritoneum of the recto- 
vesical (or recto-vaginal) pouch too small to be felt per 
rectum; (3) secondary glandular deposits beyond reach of 
the operative field, at the hilum of the liver, superior 
mesenteric, meso-colic, or lumbar glands; and (4) fixity 
of the stomach to other parts, especially liver and 
pancreas—such adhesion may be inflammatory only, and 
superficial slices may be removed from the liver and 
pancreas with the growth. 

If, owing to the presence of any of these contraindica- 
tions radical extirpation is considered impossible, the next 
question to decide is whether a palliative operation is 
advisable. Gastro-enterostomy, except where the grewth is 
near the pylorus, and where obstruction is actually in 
existence or threatens to be so shortly, gives such a small 
measure of relief as to be scarcely worth performing. Any 
palliative operation for carcinoma other than of the pyloric 
portion should take the form of a partial gastrectomy, and, 


provided that the whole of the disease in the stomach can 


be removed, is well worth while undertaking even though 
disease be left in the glands, peritoneum, or liver. The 
immediate results are often remarkably good, and there 
is always the off-chance that an error in the original 
diagnosis, or in one’s estimate of the extent of the disease, 
may lead to a pleasant surprise in the form of. a permanent 
cure, 

If no contraindications exist radical extirpation should 
be attempted. A consideration of the lymphatic arrange- 
ments shows that the minimum amount of the stomach to 
be removed lies between a line prolonging downwards the 
right edge of the oesophagus to the greater curvature and 
a line one inch beyond the pylorus—that is, the whole of 
the lesser and about one-half of the greater curvatures are 
removed. All operations of the type of Billroth No. 1 are, 
therefore, excluded; Schoemaker’s operation is also unsuit- 
able since it leaves too much of the greater curvature. 
Only operations of the type of Billroth No. 2 or the Polya 
modification of it—in which the divided stomach is 
anastomosed laterally to the commencement of the jejunum 
(** end-to-side *’ anastomosis), the duodenal stump being 
completely closed—are worthy of consideration, but time 
will not permit me to refer further to the technical details 
of these radical procedures. 


Cancer OF THE CoLon. 

The early diagnosis of cancer of the colon is particularly 
important since it is one of the less virulent types of 
carcinoma; it usually runs a slow course, the invasion of 
the lymphatic vessels and glands is delayed, metastasis is 
comparatively rarely found and then chiefly in advanced 
cases. Too much reliance cannot, however, be placed on 
these features, since occasionally secondary deposits in 
the liver have been met with even at_a very early period. 
There are two main types of carcinoma seen in the colon: 
(1) a “ cauliflower ”’ or fungating type, which rarely causes 
any marked degree of obstruction of the bowel, but tends 
rather to be associated with ulceration, and which is 
situated mostly in the right half of the colon; and (2) the 
‘‘ ying-structure ’’ type, most frequent in the left half, 
associated with marked obstruction, and rarely involving 
any large vertical extent of the bowel. 

In the decade 1913-22 inclusive there were 485 cases of 
malignant growths of the colon admitted to the Manchester 
Royal Infirmary, located as follows: 

Malignant Growths of the Colon (Manchester Royal Infirmary). 


No. of Malignant Percentage 
Segment of Colon. Growths. Frequency. 
Rectum evs 46.5 


Total... 485 


Of these 485 cases 173 were associated with acute obstruec- 
tion (35.6 per cent.). Of the growths causing obstruction, 
13.2 per cent. were lecated in the right half of the colon 
and 86.7 per cent. in the left half—that is, there is a 
6.5 to 1 chance of a malignant growth that has caused 
obstruction being on the left side. Of all causes of acute 
colonic obstruction carcinoma constitutes 87.9 per cent. 

If in any given case of acute intestinal obstruction the 
site of such obstruction can be located to the colon, and 
if, further, we can exclude strangulated hernia and acute 
intussusception as the cause (the former presenting a 
definite external swelling at one of the hernial orifices, 
the latter occurring at a very early period of life and 
having characteristic symptoms), then there remains a 
91 per cent. likelihood of the cause being a malignant 
growth—that is, a 9 to 1 chance. 


Symptoms. 

The earliest symptoms of carcinoma of the colon are 
those indicative of some defective action of the bowels, 
and are of especial importance in those whose bowels have 
always previously ‘acted hke clockwork.” The first 
change noted is usually a steadily increasing difficulty in 
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obtaining a satisfactory action of the bowels, necessi- 
tating the use of purgatives in gradually increasing doses. 
Periods of increasing constipation frequently alternate with 
short periods of diarrhoea, the gradual accumulation of 
faeces above the malignant stricture acting as an irritant 
and setting up a local intestinal catarrh with increased 
secretion of mucus; this causes a softening of the faecal 
mass, and leads to its expulsion in several frequently 
repeated small evacuations mixed with much mucus and 
occasionally with a little blood even in an early stage. 
Later the more powerful peristalsis of the hypertrophied 
bowel proximal to the stricture causes colicky pains, at 
first very slight, but gradually developing into definite 
“*cramps.’’ Such are often induced by the taking of food, 
since the entrance of food into the stomach starts peri- 
stalsis in the intestines; on this account these pains are 
often ascribed to “ indigestion,’’? and the stomach instead 
of the bowel is considered to be at fault. This increased 
peristalsis sometimes causes a desire to go to stool after 
each meal—a very suspicious sequence—when mucus only, 
or possibly a slight amount of blood in addition, is passed. 
Sooner or later these colicky pains are associated with 
rumblings of flatus, and these may become so loud as to 
be audible to other persons in the room. In many cases 
the patient volunteers the information that he feels the 
griping pains to cease always at the same site—where also 
the ‘‘ rumbling ”’ starts—and he can thus, with remarkable 
accuracy, indicate. the location of the obstructing growth. 
Needless to say, these colicky pains are all made much 
worse by the taking of a purgative. After a time 
abdominal distension follows trom the accumulation of 
flatus and faeces proximal to the stricture and is at first 
localized to the bowel just above it, so that, if seen at 
this stage, a further clue may be obtained to the site of 
the. growth. The ‘cauliflower’? type of neoplasm, such 
as is met with chiefly in the caecum or the right half of 
the colon, is not usually associated with these evidences 
of obstruction, but tends to ulcerate early and to lead to 
diarrhoea and the passage of mucus and blood per anum, 
thus simulating mucous colitis; it is in this type that blood 
may be lost in small amounts over a long period of time 
and produce so high a degree of anaemia as to lead to an 
erroneous diagnosis of pernicious anaemia. 

The early physical signs are those of gradually increasing 
distension and hypertrophy of the bowel proximal to the 
site of the growth, the outlines of individual dilated coils 
being visible under the abdominal wall together with a 
visible peristaltic wave passing at intervals along them. 
Even when not actually visible the passage of the peri- 
staltic wave can often be appreciated by palpation over 
the distended bowel as a very definite temporary hardening 
of its wall, followed by relaxation and softening—the so- 
called ‘‘ palpable peristalsis.’? This is best elicited over 
the caecum, this portion of the colon, particularly if the 
ileo-caecal valve be competent, being that which is most 
distended and which is, in consequence, the first to rupture 
in advanced degrees of chstruction. ‘loo much stress cannot 
be laid upon the diagnostic importance of this combina- 
tion of dilated intestinal coils with visible (or palpable) 
peristalsis—it invariably denotes the existence of intestinal 
obstruction. In the normal state neither peristaltic waves 
nor the outlines of individual cols of bowel are ever visible 
through the abdominal walls, though rarely theso pheno- 
mena may be seen beneath the thinned-out covering of 
large ventral herniac, in cases of wide divarication of the 
recti muscles, and also in extreme degrees of emaciation. 
Even in these instances, however, the coils observed are 
of normal size and not distended, and are not really excep- 
tions to the rule that whenever we can see clearly the 
outlines of coils of distended intestine, together with a 
peristaltic wave passing along them, we can diagnoso 
intestinal obstruction of a subacute or chronic character 
with absolute confidence. At first the abdominal distension 


is confined to the course of the colon and is noted chiefly 
in the flanks; later on (and almost from the first in those 
cases where the ilco-caccal valve is incompetent) the dis- 
tension affects the lower coils of the ileum, which become 
folded in a more or less transverse direction, constituting 
the well known “ ladder pattern ”’ of the abdomen. 
Auscultation—a much neglected method of physical 


examination of the abdomen—is often extremely useful if- 


one is conversant with the character and site of the normal 
intestinal sounds and of the alterations in tone, intensity, 
and distribution met with in obstructive conditions. 

In many cases a tumour may be felt somewhere along 
the course of the colon, and this is more frequently possible 
in the right half of the colon and with the “ cauliflower ”’ 
type of growth. A palpable swelling must not, however, 
always be assumed to be the growth itself, and this 
specially applies to the annular type usually met with in 
the left half of the colon, which is of insignificant vertical 
extent and too small to be palpable from without; the 
swelling actually felt in such circumstances is more likely 
to prove a mass of hardened faeces collected just above 
the malignant stricture, and may completely disappear with 
purgatives or after an enema; such disappearance must 
not, therefore, be considered, as it unfortunately is so 
frequently allowed to do, as excluding the presence of 
growth, rather should it induce a more careful search for 
any possible organic cause of such holding up of faeces, 
A secondary malignant deposit in the liver, and even the 
hypertrophied and distended caecum (particularly if felt 
when stiffened by the passage of the peristaltic wave), have 
been mistaken for a growth in the colon. A careful rectal 
examination should always be carried out, even though, 
except in rectal growths which we shall separately con- 
sider, one cannot expect to feel the actual growth itself, 
In the case of growths situated low down in the sigmoid 
colon, however, it is sometimes possible to detect the mass 
by palpation through the anterior rectal wall; in other 


cases the indurated and infiltrated peritoneum of the- 


pouch of Douglas, often present in advanced abdominal 
malignancy, irrespective of its primary site, may be recog- 
nized; and in others, again, the characteristic ‘‘ballooning”* 
of the rectum so often associated with growths in the 
sigmoid or descending colon can be detected. 

The sigmoidoscope is a very valuable aid in the dia- 
gnosis of growths in the lower sigmoid, but requires care 
and experience in its use aad in the interpretation of what 
is seen; through it small portions of a doubtful growth may 
be snipped off for microscopical examination. Multiple 
papillomata may be seen, and are so frequently associated 
with malignant growths higher up the colon that their 
presence, if associated with any other symptom or sign of 
cancer of the colon, is sufficient to justify an exploratory 
laparotomy. 

Of all the methods of physical examination of the colon 
the most important is that of radiography after a barium 
meal, and particularly after a barium enema. The barium 
meal is useful in ascertaining the general function of the 
colon, but the barium enema is of greater service for the 
localization of an obstruction in the colon. The enema is 
administered with the patient lying flat, and, if no 
obstruction be present in the colon, it should travel round 
io the caecum within a few minutes. It must, however, 
be borne in mind that a growth producing partial obstruc- 
tion only does not necessarily interfere with the passage of 
tie barium enema, and may therefore be easily overlooked. 
Moreover, a malignant stricture in the sigmoid may be 
obscured by an overlying barium-filled coil, especially when 
a barium meal has been given; or, as Pannett has pointed 
out,*® if the affected bowel lies with its axis in the direction 
of the z rays the defect in the barium shadow will not be 
seen. The findings of barium meals and enemata should 
be verified by a second examination to minimize the 
possibility of error. 


Treatment of Cancer of the Colon. 

In tho treatment of carcinoma of the colon the ideal at 
which we should aim is complete excision of the segment 
of bowel containing the growth together with its lymph- 
bearing area, and followed by immediate restoration of the 
continuity of the bowel. Apart from consideration of ques- 
tions of a general or constitutional nature, this ideal treat- 
ment may be contraindicated by (1) secondary deposits in 
the liver; (2) metastatic peritoneal deposits—especially 
likely to occur in the pouch of Douglas; (3) glandular 
involvement beyond the limits of practicable surgical 


‘removal, and (4) local extension and fixity. Of these, the 


first and second are, of course, absolute’ contraindications 
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to radical operation, but with regard to glandular enlarge- 
ment it must be remembered that this is not necessarily 
of a secondary malignant character, but may be of an 
inflammatory nature only, due to associated sepsis. Local 
fixity, moreover, rarely prevents radical measures, since 
by free division of the peritoneum along the outer border 
of the colon, many growths which at first sight appear too 
fixed may be rendered sufficiently mobile for excision. If 
a radical operation be definitely contraindicated then a 
“ short-circuit ’’ (that is, lateral anastomosis) should be 
performed, provided there is a sufficient length of colon 
below the growth to permit of approximation to the dis- 
tended bowel above without undue tension. Only when a 
“ short-circuit’? is quite impossible must we, as a last 
resort and to prevent future intestinal obstruction, fall 
back on colostomy proximal to the growth. 

Many cases, however, are already associated with intes- 


tinal obstruction when first seen, and it is imperative that. 


this be relieved before any radical extirpation with restora- 
tion of the continuity of the bowel be attempted, since it 
is the universal experience of surgeons that resection of 
the colon in the presence of obstruction is a very unsafe 
procedure—the congested and oedematous wall of the bowel 
failing to hold the sutures properly, so that leakage at 
the suture line is very probable. In such cases the best 
course, I believe, is to perform caecostomy under nitrous 
oxide or local anaesthesia; only when, by this means, com- 
plete relief of the obstruction has been attained must 
recourse be had to exploratory laparotomy with a view to 
radical removal of the growth and restoration of the con- 
tinuity of the bowel. If after this has been accomplished 
the caecostomy does not close spontaneously, a slight plastic 
operation will suffice for its obliteration. 


Cancer oF THE Rectum. 

It is an extremely unfortunate fact that at the present 
time fully 75 per cent. of the cases coming to our hospitals 
with cancer of the rectum have already reached a stage 
much too advanced for any hope of radical operation. 
This is surprising when it is remembered that such growths 
are readily available to rectal palpation, and it is largely 
the neglect to make a digital examination of the rectum 
whenever patients come complaining of rectal symptoms 
that is responsible for this lamentable state of affairs. 
Even when blood has been passed per anum it is not 
uncommonly too readily assumed that it is due to the 
commonest cause—piles—without a digital examination. 


Symptoms. 

The early symptoms of rectal cancer are often indefinite, 
and are essentially those already described for growth of 
the colon. A patient whose bowels have previously acted 
regularly, on going to morning stool and thinking to have a 
normal motion, finds i::stead that he passes mostly blood- 
stained mucus and flatus, and that he has to repeat his 
visit very shortly, possibly for several times, before he 
obtains relief. This ‘‘ spurious diarrhoea ”’ is really indica- 
tive of constipation. Severe bleeding from the rectum is 
uncommon except in an advanced stage, but occasionally it 
may be an early symptom, and then, fortunately, alarms 
the patient and leads him to seek advice in an early and 
operable stage. Pain is often completely absent in the 
early stages; if present it may be felt in the rectum, in 
the sacrum, or over the lower abdomen. An alteration 
in the shape of the faeces, chiefly in the direction of 
ilattening, is sometimes noticed early, especially in the 
Stenosing type of growth and when situated near to the 
anus; with a high growth the faeces may be remoulded in 
the rectum after passing through the stricture and thus 
appear of normal shape. 


Diagnosis and Treatment. 

Suspicion of rectal trouble having been aroused, a digital 
examination should be made forthwith, and should it prove 
negative a sigmoidoscopic examination should follow, since 
the commonest site of growth is the recto-sigmoid junction, 
and this may not be reached by the examining finger. 
Bimanual examination with the forefinger of one hand in 
the rectum and the other hand flat on the lower abdomen 
sometimes enables an otherwise impalpable growth to be 
discovered. By digital examination is determined, not only 


the presence of a growth in the rectum, but also the extent 
to which it has already involved the adjacent structures— 
prostate, bladder, vagina, uterus, and sacrum. If not fixed 
to any of these, and if no enlargement of the liver can be 
felt (or of the inguinal glands in cancers involving the 
anal canal), then the question of a radical operation must 
be considered. The possibility of this cannot be finally 
determined until, as the first. operative step, the abdomen 
has been opened and the presence of metastasis in the 
liver or peritoneum, or the too extensive involvement of 
lymphatic glands, definitely excluded. It has, unfor- 
tunately, been my experience on more than one occasion 
to find that with a comparatively small and freely mobile 
rectal growth—and presumably, therefore, an early one— 
a secondary deposit in the liver has been disclosed on 
opening the abdomen, and the contemplated radical opera- 
tion thereby prevented. We necd not to-day enter into 
the much discussed question of the relative merits of the 
two chief radical operative procedures at present in vogue: 
(1) the abdomino-perineal operation perfected by Miles, 
and (2) perineal excision following a preliminary colostomy ; 
they both entail a permanent iliac anus as part of the 
price the patient is called upon to pay for any hope of 
cure of a rectal cancer. Possibly, in the future, with cases 
presenting themselves at an earlier stage and with a 
better selection of cases, it may be feasible to remove the 
rectum with preservation of the sphincters and restoration 
of the continuity of the bowel, but at present such is not 
to be recommended. 

If a radical operation be deemed impracticable, either 
because of the local extent and fixity of the primary 
growth or because of the presence of metastases, then the 
question of a palliative colostomy has to be considered. 
This should certainly be performed wherever there is any 
evidence of actual or of shortly threatened obstruction, and 
considerable relief may be expected therefrom. In the 
ulcerative types of growth obstruction is not a marked 
feature, and the 'patient’s chief distress is occasioned by 
the profuse discharge of blood and muco-pus from the 
growth, necessitating the passage of very frequent stools; 
although by diverting the faeces from the growth colostomy 
may be reasonably expected to diminish the amount of this 
discharge, yet sufficient may remain to cause patients to 
express disappointment at. the smali measure of relief 
afforded them by the operation, and this should be fully 
explained to them before their consent to colostomy is 
obtained. 
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INTRODUCTION. 
Various descriptions have been given of the appearance of 
the thyroid gland of the human subject about the time of 
birth. The majority of workers have recorded a condition 
very different from that seen in the normal adult gland, 
and several have advanced hypotheses to explain it. 

It would seem that typical colloid appears at some period 
of intrauterine life. Elkes (1904) described it in foetuses from 
4} to 63} months, Livini (1922) in embryos of 62 to 66 mm., 
while Miiller, Peremeschko, arid Beechat, cited by Méroz- 
Tydman (1910), found it present, the first in a foetus of 
5 months, the others at a later period. "Woélfer (1880), 
however, was of the opinion that colloid formation did not 
commence until the end of foetal life or even till after birth. 
Treating this investigation from the chemical standpoint, 
Marine (1922) states that the iodine content of the thyroid 
increases with the increasing age of the foetus. Fenger 


4 q 

A 

i 
a 
| 
q 
| 

A 

| 
f 

= 
‘ 

4 

| 

. 


6 Jax. I, 1927] 


THE THYROID GLAND IN THE FOETUS AND NEWLY BORN, Ft, 


(1913, 1915) examined the iodine content of a large series 
of foetal cattle, pigs, sheep, and man, and came to the 
same conclusion. 

Immediately after birth, according to some observers, 
a very striking change in the histological appearance of the 
thyroid occurs. Zielinska (1894) found solid collections of 
cells filling the vesicles without any sign of colloid. Elkes 
gave a similar description, and emphasized the difference 
between the foetal gland and that of the newly born. 

Méroz-Tydman examined a series of thyroids from still- 
born and newly born children, and found that in hoth some 
glands were made up of elongated or rounded heaps of 
epithelial cells closely pressed together, while others showed 
vesicles with desquamating cells and no colloid; others 
again were composed of almost normal-looking vesicles 
containing a little colloid, in which, however, were so many 
vacuoles that it had the appearance of a thin network. 
Hesselberg (1910) considered that the normal appearance 
of the thyroid, at least during the first week of life, is one 
of empty vesicles and desquamating cells. 


Maurer, cited by Hesselberg, on the other hand, found 


that after birth colloid is sometimes present. Elkes drew 
his conclusion, that the thyroid at this age is colloid-free, 
from the examination of a series of thyroids from newly 
born children. There was one exception, however, which 
showed well differentiated vesicles filled with colloid. 
Garnier (1899) found no great difference between the 
thyroid of the newly born and that of the full-time foetus. 
Hesselberg also was doubtful if there was any marked 
difference, as she found, in three out of nine foetuses from 
7 to 9 months, the desquamated condition of the gland, 
which she considered the normal appearance in the newly 
born. Cooper (1925) stated that during the first two weeks 
after birth the thyroid shows little difference from that of 
the full-time foetus, but that practically all the vesicles are 
empty. 

Four theories as to the cause of this change in the 
thyroid after birth have been suggested. Wilfer, after 
examining a series of glands from feeble and _ stillbora 
children, and finding that they had few or no vesicles and 
no colloid, considered that, as this condition resembled the 
state of the thyroid before colloid formation was begun, 
the cause of the appearance after birth was arrested 
development of the gland. 

De Quervain (1904) suggested that the desquamation of 
the epithelial cells might be due to disease in the child. 
Perrando, cited by Hesselberg, and Elkes found a similar 
condition in thyroids taken from children who had suffered 
from congenital syphilis. Garnier, in the course of an 
investigation on the effects of infectious diseases of the 
thyroid gland, found, however, that desquamation was 
present in the thyroid of a stillborn child, otherwise normal, 
after a prolonged labour. 
~-Elkes was of the opinion that some metabolic change, 
taking place immediately after birth, might account for 
the alteration in the thyroid. Hesselberg, however, found 
no evidence of desquamation in the glands of various 
animals killed and examined shortly after birth, and dis- 
agreed with Eikes’s theory, thinking that as soine similar 
metabolic change probably occurs in the lower animals 
this should, if the hypothesis were correct, cause some 
alteration in their thyroids also. 

Hesselberg held the view that the disappearance of 
colloid and the desquamation of the epithelial cells. was 
due to damage to the thyroid during birth, by reason of the 
relative narrowness of the human birth canal. She holds 
that this theory would expiain Garnier’s results mentioned 
above. 

PreEsENt INVESTIGATION. 

The present investigation was undertaken with a view 
to determining whether the condition of the thyroid at 
birth might be related in any way to the state of develop- 
ment of the child, or whether it might be due to autolysis 
or post-mortem degeneration. Neither of these possibilities 
has apparently been inquired into, as no reference to either 
has been discovered in the literature. To obtain some idea 
of the effects of autolysis on the thyroid gland before 
examining the human thyroids described later, observations 
were made on the post-mortem changes in the thyroid of 
the dog. 


A. Study of the Degenerative Process in the Thyroid. 

Seven experiments were carried out with a view to dis- 
covering the effect of autolysis in the thyroid. Cruickshank 
(1911) carried out similar experiments with liver and 
kidney, and his method was followed. After trying various 
media he found that he obtained the best results by 
keeping the tissue in a moist chamber, and in several of 
his experiments he was successful in obtaining autolysis 
similar to that seen in the body and\in foetal tissues. 


Previous to the removal of the thyroid a sterile Petri dish 
was prepared in the foot of which was a layer of blotting paper 
soaked in salt solution, beth paper and solution having been 
sterilized. The neck of the dog was then shaved and washed 
carefully—no antiseptic could be used as autolysis is retarded 
by its presence. The two thyroids were removed and trans- 
ferred as quickly as possible with sterile instruments to the 
Petri dish. Each thyroid was then cut with a sharp knife into 
four parts. 
as a control, and the dish was closed. In some cases the 
Petri dish was kept at room temperature—to compare with the 
rate of change in the thyroid of a foetus kept in the mortuary 
-—and in others it was placed in an incubator kept at a con- 
stant heat of 37°. At intervals of twenty-four hours a piece 
was removed and fixed. The tissues were prepared by the 
usual paraffin method, cut, and stained with haemalum and 
eosin. The greatest care was taken to maintain sterility, but 
it is doubtful if this was successful, and it certainly failed in 
some cases which showed bacterial growth round the margins. 
Cruickshank also experienced very great difficulty in keeping 
the organs sterile, and bacteriological examination proved that 
in about half his experiments all his precautions had been of 
little avail. 


Results. 


In the case of the thyroids at room temperature the: 


degenerative process took place gradually throughout the 
week, the duration of the experiment. The first change 
was the appearance of vacuoles round the margin of the 
colloid masses in the vesicles, which had shrunk somewhat. 
At this stage the vesicular cells are still cubical and ranged 
regularly round the vesicle. This condition is illustrated 
in Fig. 2, which shows such a thyroid forty-eight hours 
after removal. Fig. 1 shows the state of the gland 
immediately after removal fromthe body. 

The lining cells of the vesicles next become detached from 
the basal membrane and all the colloid disappears. As 
the process of degeneration progresses the cells become 


separated from each other and lie free in the lumen, ~ 


As this proceeds the section takes on a much more cellular 
appearance. The vesicles become small, and less and less 
distinct until their outline, marked by a thin strand of 
connective tissue, can only with difficulty be made out. 
The interior of the vesicles is ultimately packed with 
epithelial cells, many of which appear as large rounded 
pink-staining cells with a dark nucleus. The thyroid shown 
in Fig. 3 illustrates this state. It was fixed seven days 
after removal, during which time it had been kept at room 
temperature. 

The rate of degenerative change in the thyroids kept in 
the incubator at 37° was about three times that of these 
kept at room temperature. The same process was observed, 
but the change at the end of twenty-four hours was greater 
than that in those kept in the cooler temperature for 
forty-eight hours. In the specimens kept in the incubator 
further changes than those described above were observed. 
Gradually the cells and nuclei degenerated until the section 
presented an almost homogeneous pink appearance. For 
the present purposes, however, only the changes described 
and illustrated above are of interest. 

There is one other point to which attention may be 
directed. Fig. 1 shows a perfectly normal thyroid of a 
dog with large well filled vesicles, while in Fig. 2 the 
same thyroid is shown after forty-eight hours’ degenera- 
tion. In the latter vacuoles are very noticeable, although 
there are none present in the freshly fixed gland. It 
would appear that these vacuoles resulted from a process 
of degeneration, and this is confirmed by the work described 
below on the thyroid of the foetus. 

Many views have been expressed as to the cause of the 
appearance of the vacuoles which were frequently observed 
in the colloid. Cowdry (1922) and others have ascribed 
them to shrinkage of the colloid in preparation. Jackson 


One part was removed and fixed at once in formalin | 
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(1916) believed they. were connected in some way with the 
process of colloid formation, while Cooper (1925) has 
advanced the opinion that they may be due to absorption 
af colloid into the circulation.. Neither of the last two 
theories, however, could account for the occurrence of 
wacuoles post mortem, and if Cowdry’s hypothesis applies 
dere, it would seem, as there was no shrinkage in the 


freshly fixed gland, that there must be some chemical ' 


change in the colloid substance before this can occur. 


B. Examination of a Series of Young Human Thyroids, 


At the Glasgow Royal Maternity Hespital routine post-— 


mortem examinations are performed on all infant corpses, 
whether the child has been stillborn or has lived. Full 
details as to size and development, as also to the post- 
mortem findings in the various organs, are recorded. 
Through the kindness of Dr. Norman Cruickshank I was 
permitted to examine the thyroid from 70 of these cases, 

The gland was fixed in formalin after removal and 
weighing, and was embedded by the paraffin method, cut, 
and stained with haemalum and cosin. 

Details as full as possible were obtained in each case, 
special note being taken of the state of development, as it 
was intended to correlate this, if possible, with the histo- 
logical findings in the thyroid. The age of the foetus 
was calculated from.the date of the last menstruation to 
the date of birth. The former, however, was often difficult 
to ascertain, and many of the ages thus obtained were only 
approximate. Accordingly no great reliance can be placed 
on this. A much more accurate idea of the state of 
development can be obtained by examination of the condi- 
tion of the various centres of ossification. For this purpose 
the following were noted: the number of centres present 
in the mesosternum, and the size of the centres in the 
astragalus, the os calcis, the lower end of the femur, and 
the upper end of the tibia. The weight, length, and sex of 
the child, and the number of the pregnancy, were also noted. 

As the possibility had to be takvi into account of the 
appearances of the thyroid being due in some cases to 
autolytic change, the time from death or stillbirth until 
the time of post-mortem examination was noted. This 
could be obtained accurately in the case of children who 
had lived, but in the others it was very difficult, and 
usually impossible, to find out how long the foetus might 
have been dead in utero. As the majority of craniotomies 
Were performed on account of contracted pelvis, and as :n 
many such cases the child is alive until the operation is 
undertaken, it was thought that a more accurate estimate 
of the time that the child had been dead before examina- 
tion might be obtaired in the instances where this was 
done than in the other stillbirths, and these cases were 
consequently segregated. There cannot, of course, be the 
same exactitude as when-the child had lived, but probably 
more than with the remaining stillbirths. 

I am indebted to a house-surgeon for three thyroids 
which he removed and fixed immediately after delivery. 
In these cases craniotomy was performed on living foetuses, 
the niothers’ pelves being greatly contracted. The glands 
obtained thus were therefore free from any suspicion of 
pest-moitci change. 


Histological Examination. 

The appearances found in the thyroids were very varied, 
.Seme were made up of colloid-containing vesicles, some 
of empty vesicles, while others presented a solid cellular 
appearance quite unlike that normally asseciated with this 
giand. In this description they may conveniently be 
grouped into two classes—those containing colloid and 
those free of colloid. 

1. Glands containing Colloid—Into this class fall £2 
of the thyroids examined. The gland was composed of 
vesicles lined with cubical epithelium and filled with colloid 
which stained well. Some showed a certain amount cf 
intervesicular tissue, but where the vesicles are small this 
is only to be expected as the result of the section passing 
tangentially through the walls of some vesicles. The 
vesicles varied in size, but were always much smaller than 
in the adult gland. Tig. 4 shows the low-power view, and 
Fig. 5 the appearance, seen under high power, of the 
sections of the thyroids which were fixed immediately after 


death. These are more or less typical of all the glands 
included in this group, although some showed more colloid, 
They were selected for illustration as there can be no 
doubt about their freshness. There was. little difficulty in 
separating this group from the next, as the presence of 
the colloid was in every case noticeable at a glance. As 
regards vascularity, it was found that in some thyroids 
the capillaries were congested, while in others they were 
more or less empty. It seems possible that the congestion 
described by some observers as being invariably present 
may be due to the character of the labour. 

2. Glands containing no Colloid.—As has been indicated, 
these thyroids varied from a condition in which there was 
merely an absence of colloid to a state in which vesicles as 
such could scarcely be recognized. For descriptive pur- 
poses, however, they may be divided into three types: 

A. In a few thyroids there are stil] traces of colloid in the 
vesicles. This, however, stained faintly and. contained large 
vacuoles, which were often so numerous that all that remained 
of colloid was a thin network between these vacuoles. The walls 
were lined with cubical cells more or less regularly arranged, 
though here and there they had become detached and were 
escaping into the lumen (Fig. 6). 

B. Many of the sections presented a characteristic clear 
appearance. The glands contained no colloid and the proto- 
plasm of the cells stained rather faintly. Vesicles were clearly 
discernible, but many of the cells composing their walls had 
separated from the basal membrane. When they still retained 

eir attachment they were of more columnar shape (Fig. 7). 

C. A considerable number of the thyroids had a very cellular 
appearance. In many cases it was only with difficulty that 
the outline of vesicles could be distinguished, marked out by 
a thin line of connective tissue cells. The vesicles were filled 
with desquamated cells of more or less rounded shape (Fig. 2). 
As in the thyroids of type B, the protoplasm of the cells 
stained more faintly than in those glands which contained 
colloid, while the nuclei were much darker. In this group, *s 
in the first, some glands were very congested, while in others 
there were few blood cells visible. 

For brevity of description, in the accompanying tabie 
the thyroids have been classed in three groups: Group ft 
is made up of the thyroids containing colloid; those colioid- 
free glands described above as types A and B are collected 
together into Group I1; while the remainder (type C) form 
Group III. 

Summary of Results. 

A. Children who Lired.—Sixteen of the thyroid glands 
examined were taken from children who had survived for 
some time after birth. This time varied from a few hours 
to ten days. Of these, 8 were found to be of the type 
described above as Group I, 5 of Group II, and 3 of 
Group Ill. Comparison of the data collected about each 
case showed great variation in the age, weight and 
length, state of ossification, duration of life, of the infants 
whose thyroids were classed together in one group. More- 
over, similar variation occurred in all three groups. One 
fact, however, may be observed—namely, that in every 
case in which colloid’ was found to be present the post- 
mortem examination had been carried out within twenty- 
four hours of death, whereas in the others with only one 
exception this was delayed for two or three days. 

B. Stillbirths: Craniotomies.—In this class, while 
similar variations were found in the age and development, 


No. of Days from Time of 
Death Time of Post- 
No. 0 T mortem Examination. 
ype of 
lass. Thyroids wee 
Standard 
Average. Deviation. 
. Children who 8 Group I 0.75 0.250 
4 ar 5 Group II 2.0) 0.633 
3 Group ILf 2.33 0.481 
. Stillbirths — 6 Group I 0.63 0.567 
3 Group ITI 1.66 0.494 
5 Group III 3.80 0.400 
. Remaining 4 8 Group I 1,18 0.498 
° stillbirths. 6 Group II 1.33 0.471 
26 Group III 2.38 0.836 
22. | GroupI 0.87 0.427 
Group IT 1.64 0.534 
34 Group LIL 2.58 0.741 
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it was also noted that the six thyroids belonging to 
Group I were taken from infants on whom the post-mortem 
examination had been performed within twenty-four hours 
of delivery. In three cases where the thyroid showed 
desquamation of the epithelial cells and no colloid (Group IT) 
the necropsy had taken place from one to two days after 
delivery, and in five, in which this was delayed for three 
or four days, all the glands showed vesicles filled with 
desquamated cells (Group II). 

C. Remaining Stillbirths.—In 8 cases the thyroid showed 
the appearances of the Group I type. On 6 of these the 
post-mortem examination was performed within twenty-four 
hours, and on the other 2 within two days. In the case of 
the 6 thyroids which belonged to Group II the necropsy 
was carried out from one to two days after birth, while 
with those of Group III this varied from one to four days. 
As with the other two classes, great variation occurred in 
the other factors considered, with none of which could the 
thyroid appearances be correlated. 

These results are summarized in the accompanying table. 
The cases are arranged according to the histological appear- 
ances of the thyroid, and for each group the average 
number of days from death or stillbirth until the time of 
the post-mortem examination is given, together with the 
standard deviation. It will be seen that in each section 
this time is shortest in the case of the Group I thyroids, 
and longest with those of Group III. This is very 
apparent when the averages for all the thyroids of each 
group are totalled. In the cases where the gland was 
of the Group I type the autopsy was performed 0.87 day 
after death or stillbirth, while with Group II this was 
1.64 days, and with Group III 2,58 days. 

Thus it appears that these striking variations in the 
histology of the thyroid cannot be due to variations in 
development, whether reckoned by age, weight and length, 
or extent of ossification. Neither do they seem to le 
related to the sex of the child, or to the number of ‘the 
pregnancy. Thus one has to consider whether these varia- 
tions may be accounted for by the differences in the time 
between the death of the child and the fixation of the 
thyroid—that is to say, whether they can be due simply 
to degenerative changes. 

The thyroids from the three cases of craniotomy in 
which the glands were fixed within a very short time of 
death all present a similar appearance, and all show a 
considerable amount of colloid—that is, they belong to the 
type described as Group I. No degeneration can have taken 
place, and consequently these may be looked on as normal, 
although, as already stated, they do not conform exactly 
to: the appearance found in the adult gland. Taking this 
standard as normal, it will be seen that in all eases in 
which the gland was fixed within twenty-four hours of 
death the thyroid may be regarded as normal, while in 
practically every case in which it remained in the body 
fer a longer period it may be said to be abnormal. The 
exceptions to this are: (1) a few cases where the normal 
appearance was found in thyroids removed two days after 
death, and (2) seven of the cases of stillbirth other than 
craniotomies (Class C) where the gland belonged to 
Group II or Group III. The latter may be accounted for 
by the fact that from the clinical notes in these cases ro 
estimate could be formed as to how long the child may have 
been dead in utero. As has been seen from the experi- 
mental work already described, autolytic change takes place 
atia greater rate at blood temperature than at room tem- 
perature. Thus if the child were dead in utero for a com- 
paratively short time it is highly probable that by the end 
of twenty-four,hours after delivery any degenerative change 
would be very much more advanced than if the child had 

_lived till the time of birth. This, then, may be the reason 

for the colloid-free condition appearing so early in these 
cases. In practically all cases in which the necropsy was 
performed two days after birth, as also in all cases where 
this was done at a later date, the thyroid presents this 
abnormal condition. 

To sum up, it will be seen that the type of thyroid 
described as being of Group I, which appears only when the 
gland had been fixed within a short time of death, is to be 
considered the normal histological structure of the thyroid 
at the time of birth. Group II and Group III thyroids 


are to be looked on as abnormal, and it will be seen that 
the appearances of these types of thyroid resemble those 
described as occurring in the degenerating thyroid of the 
dog. Taking this together with the finding that these 
types were seen when the gland had not been fixed until 
later than those of Group I, we may conclude that Group H 
represents a degenerative change in the thyroid, and 
Group Hil that change still farther advanced. 

Further evidence that the colloid state is normal at the 
time of birth, and that desquamation is abnormal, is 
obtained by examination of the thyroid of experimental 
animals. As already mentioned, Hesselberg found that the 
thyroid in dogs, cats, and rabbits immediately after birth 
were well filled with colloid and showed no sign of the 
desquamation, which she considered to be normally present 
in the thyroid of the child during the first three weeks of 
life. I have on several occasions examined the thyroid of 
full-time guinea-pigs removed by Caesarean section, and 
have invariably found a similar condition. 

Hesselberg sought to explain the difference in the thyroid 
at birth in man and in animals, in that that of the former 
showed desquamation snd the latter did not, by suggesting 
that, owing to the narrow birth canal in the human 
subject, the thyroid was injured during delivery. If this 
were so we would expect to find desquamation more 
frequently in a first-born child, and not so often in the 
children of a multipara, when the birth is usually easier ; 
but this is not borne out by this work. Moreover, a large 
proportion of stillbirths are due to difficult labour, yet a 
considerable number of such in this series had normal 
thyroids. Garnier found that after a prolonged labour 
the child’s thyroid showed desquamation. In such a case, 
however, it would seem that there was every possibility of 
the child being dead in ufero for some considerable time, 
in which case autolysis would account for the change he 
described. 

Conclusions. 

1. The thyroid gland of the full-time human foetus, and 
also of the newly born infant, appears to be composed 
normally of small vesicles lined with cubical epithelium and 
filled with colloid which stains well. The glands may or 
may not be congested. 

2. When variations from this conception of the normal 
are observed it seems probable that they may in many cases 
be due to post-mortem degeneration. 

3. The changes which occur in the thyroid gland post 
mortem may be summarized thus. First, vacuoles appear 
in the colloid which vltimately disappear completely. The 
epithelial cells then become separated from the basal 
membrane. Eventually the vesicles become filled with 
desquamated cells and the gland presents a solid cellular 
appearance. 

4. As the formation of vacuoles in the colloid may take 
place after death, these cannot always be regarded as 
evidence of activity on the part of the thyroid. 

5. No relationship was found to exist between the con- 
dition of the thyroid in the full-time foetus and the 
development of the child as reckoned by the extent cf 
ossification. 

This work was commenced during the tenure of a Carnegie * 
Research Scholarship, and was carried out in the Institute cf 
Physiology, at the University of Glasgow. I wish to thank 
Professor D. Noél Paton for kind help with, and interest in, the 
work, and Dr. Norman Cruickshank for permission to use the 
records of the Pathology Department of the Royal Maternity 


Hospital, I am greatly indebted to Mr. John Bell for the care 
which he took in the preparation of the photographs. 
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Fic. 1.—Case I, tuberculosis. Before thoracoplasty. Fic, 3.—Case II, bronchiectasis, Before thoracoplasty ; lipiodol injections 
demarcating cavities in the right Jung. 


Fic. 2.—Case I. After thoracoplasty. (Sides reversed in photograph.) Fic. 4.—Case II. After thoracoplasty; lipiodol injection showing 
collapse and flattening of peripheral and central cavities; those near 


the mediastinum are only partially collapsed. 


W. E. COOKE: THE MACROPOLYCYTE, 


| 6g 
f 
t 
t 
t 
( 
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pernicious anaemia. (x 1000.) large granules in the cyto- 8 
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. J THE SURGICAL TREATMENT OF PHTHISIS AND 


BRONCHIECTASIS.* 
(With Special Plate.) 


BY 
A. TUDOR EDWARDS, M.D., M.Cu.Canras., 
F.R.C.S.Ena., 


SURGEON TO THE BROMPTON HOSPITAL; SENIOR ASSISTANT SURGEON, 
WESTMINSTER HOSPITAL. 


In most European countries, and to an increasing extent 
in America, operative treatment of certain classes of cases 
of phthisis and bronchiectasis has been widely accepted. In 
this country—chiefly, in my opinion, as a result of lack of 
knowledge of the results obtainable and of the more suit- 
able types to submit to operation—progress has been very 
slow. Operative mortality has been very considerably 
reduced; and whereas formerly it has been so high that 
only the most hopeless cases were submitted to operation, 
a stage has now been reached where operation can be 
recommended with reasonable certainty that the immediate 
post-operative period will be safely passed. 

The two conditions—bronchiectasis and phthisis—offer 
very many similarities, and as their cure is dependent in 
many instances upon the same factors I shall consider 
them together, pointing out various minor differences as 
occasion offers. In both diseases the evolution of surgical 
treatment has developed along similar lines. Both diseases 
occur at a comparatively early period in life and both 
have a very high mortality. In third-stage tuberculosis 
the mortality is probably in the neighbourhood of 80 per 
cent. in the course of five years, and Powell and Hartley 
state that ‘‘ bronchiectasis, owing to its anatomical 
character, is not a disease from which we may expect 
recovery. At the best, all that we may hope for is that, 
by preventing decomposition of the sputum, we may be 
able to arrest its further progress. In nearly all cases, in 
spite of treatment, the disease gradually advances.” 

The object of the surgeon is to prevent the evil results 
of the contraction of fibrous tissue on the important pul- 
monary structures, either by allowing the rigid thoracic 
wall to fall in, or, by interposition of either solid or 
gaseous buffers between the chest wall and lung, to allow 
localized or generalized pulmonary collapse. In this way 
cavity walls are brought into apposition and healing is 
aided, in addition to which the lung is given adequate rest, 


Mertuops oF TREATMENT. . 
Division of Adhesions. 

These operations are used in cases where artificial 
pneumothorax treatment is only partially successful owing 
to the presence of localized adhesions between parietal and 
visceral pleurae, which prevent full pulmonary collapse. 
Only comparatively narrow bands offer any hope of success- 
ful division. These bands are commonly found overlying 
cavities in the lung; their deleterious effects are shown by 
the figures of Sangman and Gravesen. In 211 pneumo- 
thorax cases the proportion of patients able to work after 
three to thirteen years was only one-half as many in those 
with adhesions as compared with those free from adhesions. 
Open thoracotomy with ligature and division of the 
adhesions has been tried, and resulted in some cases in 
widespread infection of the pleura or eventual intractable 
fistula. It has therefore been abandoned. The method 
of choice is the cauterization of adhesions under the 
control of thoracoscopic vision, as devised by Jacobaeus of 
Stockholm. 

_The operation, performed under local anaesthesia, con- 
sists in the introduction of a trocar and cannula through 
& convenient intercostal space, the telescope with its 
terminal light replacing the trocar. After perforation of 
the pleura any adhesions present are examined with a view 
to their division. If this is considered possible, a finer 
trocar and cannula is introduced in such a position as to 
bring the cautery as nearly as possible at right angles to 
the adhesions to be divided. The current required to cause 
a strong red glow in the cautery is estimated before intro- 
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duction and is controlled, advisably, by a foot switch. 


Gentle pressure will result in gradual division of the 
adhesion. When this is complete the ends retract and 
should be examined for any bleeding points, which, if 
present, can be retouched. 

When doubt exists as to the presence of a prolongation 
of a cavity into the pulmonary end of the adhesion 
cauterization should be done as near the parieta] pleura 
as possible. Smoke may temporarily obscure the field, but 
is rarely a serious inconvenience. A slight degree of sur- 
gical emphysema is a common sequel, but the main com- 
plication has been severe empyema, either early or late, 
and has resulted in death in 7 to 8 per cent. of cases. 
A small effusion, the result of irritation, is fairly common, 
but reabsorbs in the majority of cases within short time. 
One case of fatal haemorrhage has been recorded. 

The indications for this procedure depend upon 2-ray 
appearances in conjunction with the amount and character 
of the sputum, the temperature, and the pulse. Thus, 
during artificial pneumothorax treatment, when a definite 
cavity is held uncollapsed by a fine adhesion, and the tem- 
perature, pulse rate, and sputum are increased, the opera- 
tion is advisable. The operation should not be attempted 
in the presence of pleurisy nor with bands of greater 
thickness than one centimetre. Within these limits this 
auxiliary method of treatment appears to have a limited 
but definite field of usefulness in tuberculosis. 

In my series of fifteen patients thoracoscoped with a view 
to cauterization the complete operation was only possible 
in four, of whom two have done well eventually. 


Pneumolysis. 

The object of this operation is to produce a localized 
collapse of the lung in order to compress cavities. The 
operation consists in the separation of the lung, with the 
visceral and parietal pleurae (being adherent), from the 
chest wall, the line of cleavage being underneath the endo- 


thoracic fascia. It may be performed anteriorly, in the . 


axilla, or posteriorly. The latter site is usually chosen where 
the operation is combined with thoracoplasty. Various 
media have been used for filling this space between pleura 
and chest wall. Tuffier uses fat from the abdominal wall, 
lipomata, or omentum. Baer uses paraffin wax with a 
small proportion of bismuth carbonate and iodoform. The 
objection to this fill is that it acts as a foreign body, and 
may be discharged following sinus formation. Archibald 
has used a portion of the pectoral muscle, and Sauerbruch 
occasionally uses a gauze pack, repacking the space 
repeatedly, with the result that granulation tissue is formed 


over which the superficial structures are subsequently _ 


allowed to fall in. 

Pneumolysis may be used as an independent or a supple- 
mentary procedure. In the former case results have been 
disappointing, the reasons being that the procedure is 
too localized. Tuberculosis is very rarely localized to the 
apex of the lung, and for bronchiectasis enormous fills 
would be required to bring about any noteworthy com- 
pression of the base. As a supplementary operation to 
pneumothorax some quite satisfactory results have been 
recorded. The best results have been obtained in apicolysis 
secondary to thoracoplasty, in which a residual cavity has 
remained at the apex. 

I have operated on two cases by this method—one in 
order to collapse the apical portion of the lung, following 
incomplete artificial pneumothorax, the other as supple- 
mentary to a previous thoracoplasty with a partially col- 
lapsed apical cavity. In each case fat was used as the 
filling medium, and both cases healed by first intention. 
The ultimate benefit, however, was only slight,’and it is 
doubtful if the operation justifies a wider field. 


Phrenicotomy. 

Paralysis of the diaphragm resulting from division of 
the phrenic nerve will cause diminution of the hemithorax 
and consequent collapse of cavities in the base of the 
lung, and even some decrease in size of cavities higher in 
‘the lung. Simple division of the phrenic nerve in the 
neck, however, is not always followed by diaphragmatic 
‘paralysis, complete and permanent. This is due to the 
presence of accessory phrenic fibres which join the main 
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stem after its entrance into the thorax. When present, 
they join the main phrenic in the thorax within two inches 
of the clavicle, and are stated to occur in from 30 to 40 per 
cent. of cases. The original operation of simple division 
has therefore been modified. 

Radical Phrenicotomy (Local Anaesthesia).—A small in- 
cision is made parallel with the posterior border of the 
sterno-masioid muscle in its lower half. The fascia is 
incised and the muscle drawn forwards. The phrenic 
nerve is exposed beneath the fascia overlying the scalenus 
anticus. The nerve is anaesthetized, divided, and the 
lower end seized in artery forceps. The nerve, carefully 
freed from surrounding structures, is slowly twisted around 
the forceps, and gradually withdrawn from the thorax. 
Often the nerve can be completely extracted, in other cases 
it may require division when a sufficient portion is with- 
drawn. Some dragging pain in the chest is common, and 
spasmodic movement of the diaphragm may occur. The 
only noteworthy complication has been haemorrhage, from 
which death has been reported in one case out of several 
hundred recorded. The average raising of the diaphragm 
after operation was stated by Felix to be 7 cm. at the end 
of inspiration and 3cm. at the end of expiration, and it 
is said that the lumg volume is reduced by 400 to 
800 c.cm. The indication for this operation in tuber- 
culosis is when the disease is subacute and the patient too 
ill for major proceedings, or when the disease in the better 
lung appears too extensive for artificial pneumothorax 
treatment. It can be used as an indication of the con- 
dition of the so-called ‘‘ better lung’ preliminary to 
thoracoplasty. When basal adhesions limit the value of 
pneumothorax treatment it is of value, and has been 
advised as a routine to prevent mediastinal displacement 
and reopening of cavities after pneumothorax treatment has 
been concluded. In bronchiectasis great improvement has 
followed radical phrenicotomy, but the cure is rarely com- 
plete. It has also proved valuable in haemoptysis in this 
disease. 

My series of cases numbers 17, 5 being supplementary to 
thoracoplasty, 3 to pneumothorax treatment. In 8 of 
these simple division of the phrenic nerve was performed, 
and in those cases in which no other operation was done 
proved disappointing. The last 9 cases, however, have had 
radical phrenicotomy performed, and the results have 
proved much more satisfactory. (Since the above I have 
carried out the operation a further thirty times, making a 
total of 47 cases, without complication and in practically 
every case some definite improvement.) The diaphragm 
has become raised in every case and the chest capacity has 
been obviously reduced, with improvement of symptoms. 


Thoracoplasty. 

The following are the indications for thoracoplasty in 
tuberculosis: fibrotic disease with mediastinal displace- 
ment; cases in which artificial pneumothorax has been 
successfully carried out but in which reactivation results 
when the treatment is given up (in these cases pleural 
adhesions generally prevent further pneumothorax treat- 
ment); certain cases of long-standing disease with more 
extensive cavitation; pleural effusions, recurrent in spite 
of other treatment; true tuberculous empyemata, unasso- 
ciated with secondary infection; recurrent haemoptysis 
resistant to other forms of treatment. The important 
factor in all cases is that the disease must be mainly uni- 
lateral. There should be no signs of recent activity in the 
‘‘ better ”’ lung unless they are minimal and considered 
to be the result of spread from the worse lung. Cavitation 
in the better lung negatives operation. In general, there 
should have been no spread of disease in the better lung as 
shown by physical signs or z-ray examination during the 
three months preceding operation. 

Thoracoplasty is, as a general rule, inadvisable under 


14 years of age, as in the contracting fibrotic type of 


disease the chest wall naturally tends to fall in. In adults 
over 45 years of age the cardiac condition is not so satis- 
factory and the chest wall and costal cartilages are rigid. 
The general condition must be taken into consideration, 
although wasting is not a contraindication in _ itself, 
Advanced lesions of the cardio-vascular system will contra- 
indicate except where cardiac embarrassment is due to 


mediastinal displacement. Moderate laryngeal lesions are 


permissible, but tuberculous lesions in other parts— 
especially intestine, kidneys, and bones and joints—are 
generally accepted as contraindications. - 

In bronchiectasis it has not yet been definitely deter- 
mined which are the types of disease to give the best 
results from thoracoplasty, but the disease must be uni, 
lateral. Physical signs are often absent or indefinite even 
in advanced disease, and a-ray evidence may be very, 
doubtful. The introduction of substances opaque to x rays 
—such as lipiodol, an oily solution of iodine—into the 
bronchi has proved of very great value and will generally 
show whether the disease is unilateral or bilateral. The 
substance is introduced into the trachea under loca! anaes- 
thesia; the patient is tilted to the side required, and the 
chest a-rayed about ten minutes later. The two lungs 
are examined in this manner at seven days’ interval. 

Partial thoracoplasty, done either in the upper or ‘lower 
part of the chest in combination with artificial pneumo- 
thorax or as a sole method, has proved unsatisfactory in 
the majority of cases, being too localized and preventing 
the full value of the rest factor. 


The Operation of Thoracoplasty. 

Apart from my first eight cases, which were done under 
local anaesthesia alone, all thoracoplasties have been done 
under the combination of gas and oxygen with local anaes- 
thesia. The usual antishock treatment with glucose saline 
is undertaken for forty-eight hours. One hour before 
operation the patient is urged to empty the cavities of all 
secretions by coughing and changes of posture. 

In my own series the two-stage operation has been done 
as a routine, owing to diminution in shock and to the 
lessened absorption of toxins into the circulation from the 
more gradual compression of the lung. The interval 
between the stages is as near as possible three weeks. 

The operation itself is performed with the patient in 
the semi-sitting posture, the vertebral column being made 
convex towards the afiected side by means of an axillary 
cushion. The incision commences from the level of the 
spine of the scapula and passes: downwards in the space 
between the scapula and the vertebral column, turning out- 
wards along the tenth rib, to the posterior axillary line. 
The muscles are divided in the same line, and the skin 
edges: clipped off with towels. The ribs are exposed by 
raising the scapula, and each intercostal nerve from the 
eleventh to the fourth infiltrated with a few cubic centi- 
metres of 1 per cent. novocain. The periosteum is rapidly 
stripped off each rib and the small back muscles off the 
posterior ends. The ribs from the eleventh to the fifth 
are then divided posteriorly as near the transverse pro- 
cesses as possible and anteriorly as far as is required for 
each individual rib. This is variable, but generally about 
44 to 5 inches is removed from the fifth to the tenth and 
only a small portion of the eleventh. The wound is closed 
in layers with drainage for twenty-four to twenty-eight 
hours and firm strapping applied over the dressing to fix 
the involved hemithorax, but allowing the tube to be 
withdrawn without disturbing the main dressing. The 
main point in after-treatment is the insistence on the 
expectoration of sputum. Pain can be prevented by 
omnopon, and coughing assisted by firm hand pressure 
on the affected side during the effort. Sputum rapidly 
increases in quantity after the first three days, diminishing 
later. Tho temperature and pulse rates reach their maxi- 
mum on the third day, owing probably to some retention 
of sputum and to increasing absorption into the circulation 
from the collapsing lung. 

The second stage, comprising removal of portions of the 
first four ribs, is performed through an incision from the 
upper trapezius and following the inner border of the 
scapula to its inferior angle. The further steps are similar 
to the first operation, the first rib only offering difficulty. 


It is often advisable to complete the removal of the second - 


rib before any attempt is made to expose the first. Only 
half an inch need be removed, but care must be taken not 
to damage the dome of the pleura, or the vascular and 
nervous structures in the near neighbourhood. . 

The after-treatment is similar to that of the first stage. 
A compression splint is worn, after the wound has healed, 
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for several months until the bone union is firm. Sana- 
torium treatment is advisable for several months after 
operation, especially for tuberculosis. 

The complications are: death from shock; death from 
pulmonary embolus; aspiration pneumonia of the better 
lung, the most common complication leading to earl 
death; infection in the wound arising from spread through 
the pleura; later deaths generally resulting from spread of 
the disease in the sound lung; one fatal case of haemor- 
rhage has been recorded from erosion of the subclavian 
artery by the first rib (Brunner). 

Alexander has collected all the results of thoraco- 
plasties for tuberculosis published in the period 1918 to 
1925. There were 1,159 operations, by fifty-three surgeons, 
and 57 per cent. of the patients showed improvement 
or were cured. All these were far advanced and 
were becoming worse in spite of sanatorium methods of 
treatment. So far I have done the operation of thoraco- 
plasty on 33 patients. Of these, 33 per cent. have been 
apparently cured or greatly improved; 21 per cent. have 
improved; in 20 per cent. there has been slight or no 
change; 20 per cent. have died later from tuberculosis; 
and 6 per cent. have died within three weeks of the date 
of operation. 


ILLustTRATIVE Cases. 
1.—Tuberculosis. 

A woman, aged 31, with a history of having had pleurisy in 
1918 and again in 1921. Under Dr. Vere Pearson at Mundesley 
Sanatorium artificial pneumothorax was started on the right side 
and continued for eighteen months. It was abandoned owing to 
pain and contraction of the pneumothorax cavity. In June, 1924, 
she had haemoptysis with the return of tubercle bacilli in the 
sputum and evidence of slight activity of the left apex. The 
sputum amounted to 1 to 2 ounces daily. There were signs of 
activity and excavation in the + aed upper lobe with generalized 
signs over the middle and lower lobes. ig. 1.) 

On September 3rd, 1924, under gas and oxygen and local anaes- 
thesia, thoracoplasty (first stage) was performed. Portions of the 
fifth to the eleventh ribs (inclusive) were removed—total 
38} in. = 96.5 cm. There was only slight reaction to operation. 
On September 26th, under the same anaesthesia, the second “— 
of the operation was carried out, portions of the first to the 
fourth ribs being removed; these offered some difficulty owing to 
close approximation. Length removed at second stage 11} in. = 
29.5 cm.; total removed at both stages 50, in. = 126 cm. There 
was no rative reaction. 

After-History.— sputum rapidly disappeared and the tem- 

erature became normal. Within three weeks the sputum was 
ree from tubercle bacilli. The patient has kept quite well 
during the last eighteen months and is Sey cured. Seen 
recently, there was no cough or sputum; the only complaint was 
that she was putting on too much weight. (Fig. 2) 


Case 11.—Bronchicctasis. 

A woman, at 33, was admitted to Brompton Hospital in 
December, 1923, for bronchopneumonia, which: was followed by 
pulmonary abscess formation in the right lower lobe. This 
abscess burst into a localized area in the pleural cavity. The 
empyema and abscess were drained by me early in 1924, the 
narrow opening between — dilated. Healing occurred in spite 
of the presence of the bronchial fistula, and the patient left the 
hospital well in every way. 

In August, 1925, she returned to hospital on account of cough, 
copious blood-stained sputum of offensive odour, and night sweats; 
the amount of sputum was 10 ounces daily. Tubercle bacilli were 
found on one occasion. Lipiodol, administered intratracheally, 
showed large cavities in the right lung; the left lung showed 


emphysema. 3.) 

oracoplasty (first stage) was porns on August 29th, por- 
tions of the fourth to the eleventh ribs being removed—25 inches 
in all. The patient’s condition after the operation was especially 
a. The second stage of the operation was carried out on 
eptember 16th, when portions were removed from the first to 
the third ribs—8 inches in all; the total removed at the two 
stages was 33 inches. Except for a post-operative rise the sputum 
steadily diminished in quantity, and six weeks later, when she 
was transferred for convalescence, the sputum amounted to onl 
1 ounce. There was also a gain in weight at this stage of 3 Ib. 
She has since gained a stone in weight and the sputum is less 
than 1 ounce daily, being mucoid in type. (Fig. 4.) 


Case 111.—Bronchiectasis. (See Chart.) 

A male, aged 20, was admitted to hospital with bronchiectasis. 
He had ha meumonia two and a years previously. He 
was well until August, 1923, when he suffered from cough and 
expectoration. From June to October, 1924, he had right artificial 
may ogg treatment; this reduced the sputum from 10 to 12 
own to 3 ounces daily. Later there was an increase to 8 ounces 
daily and pleural effusion Sonsiee. From October the sputum 
increased to 14 or 15 ounces daily. 

The first stage of thoracoplasty was performed on January 28th, 
1925, under gas and oxygen and local anaesthesia, a total amount 
of 25 inches being removed from the eleventh to the sixth ribs 


inclusive. At the second stage, on February 18th, the first to the 
fifth ribs were partially resected, 14 imehes being removed. The 
total resection amounted to 39 inches. By March 23rd the om 
was reduced to 6 ounces daily; the patient had gained 9} Ib. in 
hospital. 


ter-History—Within four months of yee ital the 
sputura was nil. He is now doing a full day’s work as chauffeur, 
Ne 
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Case III, bronchiectasis. Chart showing changes in sputum following 
the two stages of thoracoplasty, and the gradual disappearance of the 
sputum in ensuing weeks. . 


SumMary. 

1. Thoracoscopy and cauterization of adhesions is a 
valuable aid to artificial pneumothorax treatment, espe- 
cially in cases where cavities are prevented from collapsing 
by adhesions of the band-like or string-like type, not thicker 
than lcm. The number of cases is comparatively small. 

2. Pneumolysis can be used as an independent procedure 
or as supplementary to other operations; 1t is of no use in 
bronchiectasis, where basal collapse is required and there 
is no point of counter-pressure. It is most valuable for 
uncollapsed apical cavities following thoracoplasty for tuber- 
culosis. Fat appears to be the ideal medium if enough can 
be obtained. As an independent procedure the results are 
not satisfactory as the collapse is too localized. 

3. Phrenicotomy, or rather radical phrenicotomy, is of 
value, as an independent procedure, occasionally in the 
more acute forms of phthisis, where major operations are 
contraindicated, and in early and, on the worse side, in 
bilateral bronchiectasis. It is of value as. a test of the 
activity of tuberculous disease in the so-called “ better ”’ 
lung previous to thoracoplasty. As a supplementary pro- 
cedure it is useful in cases treated by artificial pneumo- 
thorax, either where diaphragmatic adhesions are present, 
or, by reducing the capacity of the hemithorax, it may 
prevent reopening of cavities when the lung is allowed to 
expand at the end of pneumothorax treatment. Supple- 
mentary to thoracoplasty, it is of much value where the 
compression of the major operation is found to be insuffi- 
cient. Haemoptysis from basal cavities can sometimes be 
controlled by this operation. Saas, 

4. Thoracoplasty offers considerable hope of amelioration 
or actual cure in chiefly unilateral tuberculous disease 
of the lung, where artificial pneumothorax treatment is 
impossible or unsatisfactory, and where the disease is pro- 
gressing in spite of careful medical treatment. It is of 
use also in cases of tuberculous empyema without secondary 
infection. In the septic tuberculous empyemata the results 
are not good, but the disease is otherwise almost invariably 
fatal. Considerable improvement, amounting to cure in 
some cases, can be obtained by thoracoplasty in unilateral 
bronchiectasis, but this operation will not collapse the 
larger bronchi near the hilum, and in some cases a non- 
odorous mucoid sputum remains after the operation. 

5. Pneumotomy should be reserved for localized tuber- 
culous abscesses which are not draining well through the 
bronchus, and in cases in which the generalized tuberculous 
process appears to be inactive. In bronchiectasis it should 
only be used in those cases of large localized abscess 
formation, and not in the diffuse variety. : 

6. Bronchostomy is occasionally of great value following 
drainage of large abscesses; a partial plastic operation on 
the chest wall should be performed subsequently. 
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THE MACROPOLYCYTE. 


Tax Barriss 
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7. Pneumectomy appears to be almost totally contra- 
indicated in phthisis. In bronchiectasis, although appa- 
rently the ideal procedure, it is followed at present by an 
almost prohibitive mortality (50 per cent.). Further im- 
provements in the technique may eventually make it the 
operation of choice. The more recent cautery pneumec- 
tomy, as practised by Graham in America, has been followed 
by a much lower mortality than any other lobectomy 
operation, and offers reasonable hope of eradication of the 
septic lobe. 

My thanks are due to my medical gotvenees of the staff of the 
Brompton Hospital for the opportunities afforded me in this work, 


and to Dr. Stanley Melville for the very excellent skiagrams, a 
few only of which are reproduced here. 


THE MACROPOLYCYTE. 
(With Special Plate.) 


BY 


W. E. COOKE, M.D., F.R.C.P.Ep., M.R.C.P.Lonp., 
D.P. 


DEFINITION. 

Tue diameter of a normal polymorph in stained films is 
from 10 to 12 microns. The term “ giant’? polymorph 
or macropolycyte—a name suggested by Sir Humphry 
Rolleston—may be applied to those polymorphs having a 
diameter of more than 14 microns. Fig. 1 represents a 
normal polymorph with five nuclear segments. This has 
a diameter of 11.5 p. 


The macropolycyte is found in two widely different con- 
ditions—such opposite conditions, in fact, as to make one 
doubt whether the causation can be the same in the two 
cases. 

The first is in the acute pyogenic infections. Fig. 2 
illustrates a macropolycyte from a case of staphylococcal 
osteomyelitis showing the following blood picture: 


Total leucocytes 18,000 per c.mm, 


Polymorphs per cent. 
Large mononuclears 3.5 
Polynuclear count : 
II. TIT. IV. Vv. 
41 43 15 1 0 per cent. 


' Fig. 2 illustrates a ‘“ giant’ in a case of streptococcal 
septicaemia. 


Total leucocytes - 26,000 per c.mm. 


Polymorphs ate 79 r cent. 
Lymphocytes oes evs 13 
Large mononuclears... 7.5 
Myelocytes 
Polynuclear count : 
34 43 21 2 0 per cent. 


The staining reactions of the nucleus and cytoplasm are 
identical with those of other polymorphs in the films. They 
are rare—encountered perhaps twice or three times a year 
by anyone constantly examining blood films—and seem 
always tobe associated with a polymorphic leucocytosis 
and the presence of myelocytes in the peripheral blood. 
They are, I think, ‘‘ sports.” 

The other condition in which macropolycytes occur is 
pernicious anaemia, and in this disease they are frequently 
seen. They measure 16 to 21 microns in diameter and 
are of two distinct types. The first type of macropolycyte 
is similar in nuclear structure and cytoplasm to the other 
polymorphs, but the cell is larger,’ and the nucleus is 
frequently hypersegmented, as shown in Fig. 4, which 
illustrates this type. In the second pernicious anaemia type 
the total bulk of the nucleus is great, absolutely and rela- 
tively to the amount of cytoplasm. The nucleus may be 
of the band form, or have one, two, or as many as fourteen 


divisions. The basi-chromatin is not so densely massed as - 


in the normal cell, and the cytoplasm contains larger 
granules, which are neutrophile in reaction. Figs. 5, 6, 
and 7 illustrate this type. These cells look very like 
megakaryocytes. ~ 


_ The etiology of the macropolycyte in pernicious anaemia 
is probably that of the disease itself. The polymorph, 
even in the absence of the “ giant,’’ behaves in a curious 
manner. 

The normal polynuclear count may be taken to lie 
between the following values: 


II. II IV. 
25 47 15 2 per cent. 
or (2): 5 35 41 17 2 per cent. 


which give readings of 36 and 40 in the left-hand columns 
and 64 and 60 in the right. 

In infections the count moves to the left, as in the cases 
of osteomyelitis and septicaemia quoted above: 


3, II. IV. Vv. 
41 43 15 1 0 per cent. 
34 43 21 2 0 » 


In pernicious anaemia frequently, possibly in all uncompli- 
cated cases at some period of the disease, the polynuclear 
count shows an increase of the cells of Classes 4 and 5, as 
in the following examples: 


I. II. IV. 
Casel ... 8 20 39 22 11 per cent. 
Case2 ... 6 27 40 22 5 ‘5 
... 7 20 44 24 5 
Case4 ... 7 16 29 39 9 ne 
Case5 ... 12 34 26 20 8 cs 
Case6 ... 10 15 38 24 
Average... 8 22 36 25 9 + 


The left-hand columns give an average of 30 and the 
right 70. The count is actually right-handed. 
as my experience goes, this does not occur in any other 
disease. 

We have, then, at the outset in pernicious anaemia some 
factor producing a dysleucopoiesis, and accentuation of 
this may lead to the production of the macropolycyte. 

Some recent papers on the transformation of monocytes 
in frog’s blood, and cells of lymph nodes, into giant cells 
are suggestive. M. R. Lewis* states that giant cells are 
formed from monocytes in hanging drop preparations of 
frog’s blood. E. Barta,’ working on tissue cultures of 
lymph nodes, finds that giant-cell formation takes place 
at some distance from the surface, and ascribes this to 
deficiency of oxygen. The addition of embryonic extracts 
greatly diminishes the effects of oxygen want, and cells in 
the deeper layers then behave like those with a sufficient 
oxygen supply. There are many more factors in experi- 
mental conditions than simple oxygen want. Alteration in 
pH, gaseous diffusion, surface tension, saline ratios, and 
lipoid changes must take place and also influence cell 
metabolism. 

Anoxaemia is not the only state responsible for the pro- 
duction of macropolycytes in pernicious anaemia, but what- 
ever the primary general state in this disease is, the 
marrow seems to take control in the later stages. In 
addition to the behaviour of the polynuclear count, and 
the presence of macropolycytes and ichthyoid cells, there 
is direct proof of this local influence. Walterhéfer and 
Schramm* have scraped and irrigated the medullary cavities 
of long bones in cases of pernicious anaemia that were 
apparently moribund. The alteration of the local chemical 
state effected produced surprisingly good results. That 
the results may be only temporary does not affect the 
argument. 

These considerations lead to the conclusion that the 
macropolycytes and pernicious anaemia may be due, either 
to a primary defect in the chemical composition of the 
blood, the marrow changes completing the vicious circle, 
or to a congenital or an acquired condition of the haemo- 
cytoblast itself leading to defective haemopoiesis and local 
biochemical abnormalities, with, later, general effects. 


Prognostic Import. 


The first type of macropolycyte, that found in pyogenic . 


infections in association with myelocytes, is, I think, an 
‘¢ accident ’? and has no prognostic value, except, perhaps, 
as signs of marrow “ stress.”’ Of the second type, the 
first subdivision, an exaggerated form of the polymorph 
frequently found in pernicious anaemia, is present at the 


crises of the disease, and is an index, I think, ‘of local © 


urgency in the haemopoietic tissues, which may or may 
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PROPHYLAXIS IN GONORRHOEA. 22s, 18 


not end in temporary recovery. The presence of the 
second, or megakaryocyte type, is of grave significance, and 
no case in my experience has lived beyond a few days 
from its appearance. 
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THE EXPERIMENTAL BASES OF PROPHYLAXIS 
IN GONORRHOEA. 


BY 


KENNETH M. WALKER, M.B., F.R.C.S., 


LECTURER ON VENEREAL DISEASES, ST. BARTHOLOMEW’S HOSPITAL. 


Tue study of the initial stages of gonococcal urethritis is 
of extreme importance from the point of view of pro- 
phylaxis. Knowledge of the pathology of acute gonococcal 
urethritis is almost entirely derived from the observations 
of Finger, who inoculated moribund patients with gonococci 
and made a detailed examination of their urethrae thirty- 
six to forty-eight hours afterwards. His description is as 
follows : 

‘“*The gonococci begin to proliferate on the surface of the 
epithelium which they are about to attack; they are not spread 
diffusely, but in anal groups. At the end of thirty-eight hours 
they have scarcely as yet penetrated into the epithelium; at the 
most they have in among the superficial coils at the points 
presenting the feeblest resistance. If the epithelium is denuded 
at any point, exposing the connective tissue, the organisms penetrate 
there more rapidly. They invade the lumina of the crypts of 
Morgagni with reme rapidity, and are found in them, lying 
free on the surface of the epithelium. From this moment, and, 
indeed, well before this, diapedesis has commenced, the leucocytes 
are everywhere numerous in the superior layers; a certain number 
have gained the surface, and one already finds intracellular 
gonococci.”’ 


Finger’s observations would lead us to believe that until 
at any rate thirty-eight hours after inoculation very little 
penetration of the epithelium by the gonococci has taken 
place, and that the adoption of appropriate prophylactic 
measures would stand every chance of success if carried out 
within this period. 


Experimental work has, however, been carried out by | 


other observers using organisms other than gonococcus, 
which suggests that the diffusion of organisms within the 
urethra might be more rapid than Finger’s observations 
on the gonococcus would Jead us te suppose. Notable among 
these experiments are those of Palladino Blandini. This 
observer placed a loopful of Bacillis prodigiosus within the 
meatus of a guinea-pig, and twelve hours later made a 
necropsy under aseptic conditions and investigated the fate 
of the organisms since their introduction into the urethra. 
His. choice of B. prodigiosus was determined by the fact 
that on account of its brilliant colouring matter it couid 
easily be recognized. Palladino Blandini found that a wide- 
spread diffusion of prodigiosus from the urethra had taken 
place within twelve hours of inoculation, but that if the 
animal were allowed to survive for more than twenty hours 
these diffused organisms were destroyed by the tissues. 
That the method of diffusion was not through the blood 
stream was proved by the fact that blood cultures taken 
from the heart were sterile. In 1909 I repeated and con- 
firmed these findings, and four years later Teale and 
Embleton proved that what occurred in the urethra was 
equally true of organisms placed on other mucous surfaces 
or inoculated into serous cavities. The prodigiosus is 
capable, therefore, of passing through uninjured mucous 
membrane, and may be carried from thence along the 


_ lymphatic stream and eventually into the thoracic duct. 


Teale and Embleton’s experiments showed, therefore, as 
mine had already done, that with regard to the generative 
tract the spread of organisms is into the submucous tissues 
rather than along the surface. At the necropsy of a guinea- 
pig killed twelve hours after a loopful of organisms had 
been placed within the meatus no infection of the surface 
of the posterior. urethra, bladder, ureter, or pelvis was 
found, although extensive dissemination by the lymphatics 
had taken place. The organism employed for this experi- 
é 


ment was, however, B. prodigiosus, and it is possible that 
what is true of that organism is not true of the gonococcus. 
B. prodigiosus is a non-pathogenic organism, whereas the 
gonococcus, at any rate in the human being, provokes 
immediate and intense reaction of the tissues. Nevertheless, 
on repeating this experiment with a mixture of Staphylo- 
coccus aureus and diphtheroids I obtained similar results, 
and these organisms, unlike B. prodigiosus, are pathogenic 
to guinea-pigs. 

In the light of these experiments Finger’s contention 
that there occurs little or no penetration of the human 
urethral mucous membrane by the gonococcus for thirty- 
eight hours seemed open to doubt, and for many years 
I awaited an opportunity of throwing new light on the 
situation. Would organisms placed within the meatus of 
a human being behave in the same way as organisms 
inoculated into the urethra of a guinea-pig? Two years ago 
a chance of carrying out a somewhat similar observation 
on a human being presented itself. 

A patient was admitted under my care into the Royal Northern 
Hospital suffering from an impassable stricture in the bulbar 
urethra and an early carcinoma of the glans penis. At 11 a.m. 
I placed two loopfuls of B. prodigiosus within his meatus. At 
6 p.m. I opened the urethra on the bladder side of the stricture 
without having previously attempted to pass any instrument, 
After dividing the stricture theguale the wound in the perineum, a 
sterile cotton-wool swab on a ‘holder was passed 
urethra from the opening in the perineum to a point 2 mches 
from the meatus and an agar plate inoculated. R second swab 
was similarly passed until it reached a spot 1 inch from the 
meatus, and another plate inoculated. My object in doing this 
was to ascertain whether in the seven hours’ interval the o . 
had spread along the surface of the urethra towards the bladder. 


The fact that peek pistes remained sterile showed that no surface 
spread had occurred. 


of more or less circular colonies or else were spread out alo 
a line, and although no proof could be furnished of this, their 
distribution suggested that they were lying within the submucous 


lymphatics. 


This observation, therefore, so far as it went, led 
me to believe that what was true of the behaviour of 
B. predigiosus within the urethra of a guinea-pig was 
equally true of its behaviour when placed within the 
meatus of a human being. 

By the courtesy of Dr. Mervyn Gordon I was able to 
repeat my observations in a monkey. Similar results were 
obtained. . 

A loopful of Hoffmann’s bacillus and Staphylococcus aureus was 
placed within the meatus, care being taken to inflict no damage 
whilst the inoculation was being made. Eight hours later the 
monkey was killed by means of chloroform. Transverse sections 
were then prepared through the urethra at different levels and 
organisms searched for. In this case a few Gram-positive bacilli 
and cocci were found lying in the lumen of the urethra and also 
deep to the epithelial ce but further up, an inch from the 
meatus, larger clumps were found in the submucous layers. 


The above experiments suggest, although they do not 
prove, that in any infection of the urethra there is an 
immediate dissemination of organisms through the !ym- 
phatics as well as a slower spread which is associated with 
the signs of inflammatory reaction. In the majority of cases 
the tissues are able to deal with the immediate lymphatic 
invasion provided that it is not too liberally reinforced by 
fresh supplies from the surface. The chief point of prac- 
tical interest is the bearing of these observations «on 
prophylaxis in gonorrhoea, 7 

Clinical observations, and particularly those carried out 
at the prophylactic stations established by the American 
Army in Paris during the war, showed that the chances of 
success of any prophylactics are directly proportional to the 
time that has elapsed since exposure. Since the gonococcus 
is easily destroyed by weak disinfectants while lying on the 
surface of the urethra, irrigation with weak permanganate 
solution is found to be effective in the great majority of 
cases, provided the patient presents himself for disinfection 
within a few hours of exposure. The longer the interval 
between exposure and disinfection, the more often does the 
disinfection process fail. No absolute time limit, however, 
can be laid down to guide us in arriving at a decision as w 
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when a prophylactic measure is likely to be of use, and +he 
evidence given before the Trevethin Committee on this 
point by different authorities was conflicting in the extreme. 
Individuals vary in their susceptibility to gonococcal infec- 
tion, and for this reason it is advisable to wash out the 
urethra even although twenty-four or forty-eight hours have 
elapsed since exposure. 

From the fact that irrigation is successful in safeguarding 
the patient in the great majority of cases, provided it is 
carried out within three to four hours of exposure, it may 
be surmised that the tissues are generally capable of dealing 
with the more rapid dissemination of organisms occurring 
through the lymphatics, for if this were not so prophylactic 
measures would be of little avail. But it is within the 
experience of most urologists that from time to time pro- 
phylactic measures fail, even although carried out within 
an hour of exposure. I can remember several instances ia 
which the urethra was washed out immediately after 
exposure, either by a competent orderly or else by the 
patient himself, and yet gonorrhoea developed. It is 
possible that these failures of prophylaxis are to be 
explained by an inability of the patient’s tissues to deal 
with the rapid lymphatic dissemination. The problem is 
complicated, however, for we know that not only <o 
individuals vary in their resistance to the gonococcus, but 
also that different strains‘ of the organism exist with 
different grades of virulence. The reaction of the tissues to 
these different strains varies, as is shown, not only by the 
acuteness of the attack that develops, but also by the 
length of the latent period. 

It has been proved by experiment and by clinical practice 
alike that the ideal fluid for prophylactic irrigation is of 
a non-irritating nature with the maximum power of pene- 
tration. Could a bactericidal fluid be obtained which was 
capable of being absorbed to some extent by the lymphaties, 
it is possible that a still higher ratio of success might oe 
achieved, and that the small percentage of cases in which 
prophylactic measures miscarry might be abolished. But 
before these ideals can be reached more research is necessary, 
and it is possible that the knowledge which will be of the 
greatest use will be that which throws light on. the part 
played by the lymphatics in disease and in health. 
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BY 
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ND 
JAMES ALEXANDER WILSON, 0O.B.E., M.D., 


CAMBUSLANG, GLASGOW. 


Tue following case has been under our observation for about 
two years and seems worth recording. | 


- The patient is a child with paralysis of the third nerve and 
nystagmus. The mother has five children living, but she has a!so 
had two that were stillborn, and one that died shortly after birth. 
Several of her confinements have been “ instrumental,’’ the history 
of these suggesting sore maternal malformation. When the 
patient was born instruments were again required, and soon 
after birth it was observed that “the right eye was too much 
closed.” There was also a suggestion that the right side of the 
face was paralysed, but, if so, it soon passed away. It was further 
observed that the right eyeball diverged. At the end of two 
months the drooping of the right upper eyelid disappeared. 

When first seen the child was 9 months old; there was no 
evidence of ptosis, but the reverse, for the lid was now unnaturally 
drawn up, exposing part of the sclerotic above the cornea. The 
right eye could only be closed imperfectly, and the child seldom 
closed it; even when in sleep the eye remained open. The right 
eyeball was still divergent; it could be moved up to, but not 
beyond, the middle line, and it could not be raised or lowered. 
The right pupil was dilated, and did not seem to react to light. 
Moreover, this eye had rotatory nystagmus. The left eye seemed 


normal, except that it also exhibited rotatory. nystagmus... 


A year later both upper eyelids seemed rormal. The mother 


stated that the child now closed both eyes, but that the right 


tended to open during sleep. The right eye was still divergent, 
but came in when the left was covered—not, however, beyond 
the middle line. The pupils were now equal. There was still 
rotatory nystagmus in beth eyes, but the range was less. The 
child tended to turn the head to the left, as if endeavouring 
to use both eyes. The fundus in both eyes was normal. 

A few months later the condition was much the same. When ihe 
child looked down, the right upper eyelid did not come so far 
down as the left. 


Here, then, we have a lesion that in effect produces 
abeyance of function of the greater part of the higher 
area of the brain that controls the oculomotor apparatus 
of the right eye, and with this is associated nystagmus 
affecting both eyes. It is interesting to note that the 
paralysis of the levator palpebrae was replaced by spasm, 
thus resembling the cyclic affections of the third nerve. 

Nystagmus occurring in a miner is not an entity by itself, 

and should not be considered in a detached manner. The 
neurasthenia that attends the later stages in the miner 
is in great measure fostered by the legal recognition of 
injury received and the elaborate provisions made for 
dealing with compensation. 
- Imperfect retinal images are common to all cases of 
nystagmus, or there is interruption of the transmission 
of these as afferent impulses. The miner straining to see 
while at work at the black and dark coal face has very 
imperfect images to guide his labours, while often the 
actual onset of the disorder is occasioned by a blow. 

In the case here recorded there is interruption of the 
associated efferent impulses, with loss of some higher 
control. Nystagmus is sometimes associated with mental 
defect, and it is sometimes a terminal manifestation in 
exhausting diseases. In the background of all these there 
is probably loss or enfeeblement of the higher control, wita 
consequent release phenomena. 


SYMMETRICAL HYPERKERATOSIS OF THE 
EXTREMITIES. 
KERATODERMIA BLENNORRHAGICA.,) 
BY . 
J. BEATTY, M.D., M.R.C.P., 


MEDICAL OFFICER IN CHARGE OF THE DEPARTMENT OF SKIN DISEASES, 
ROYAL INFIRMARY, CARDIFF. 


Tue following case of symmetrical hyperkeratosis of the 
extremities is of interest because of its association with tlie 
gonococcus. 

A married woman, aged 51, presented herself at the dermato- 
logical clinic of the Royal Infirmary, Cardiff, on October 16th, 
1925. She stated that the condition started as a horny mass under 
the left great toe about a month previously «and soon spread over 
the sole of the foot, simultaneously appeuring on the sole of tho 
right foot. There were soreness and burning sensations, and the 
mass of horny tissue caused pain on walking. Immediaicly 
previous to the attack her left ankle swelled and became painful; 
later, shortly before she came to the clinic, there were pain and 
swelling in the left knee. 

On examination the soles of both feet, including the sides and 
backs, showed heaped masses of horny skin, broken here and there 
by cracks. At the points of the toes cornified matter projected fer 
a quarter to half an inch, almost like horns. There was no exuda- 
tion, and at cne or two poinis where a portion of the mass had 
been detached the skin was pink, soft, and dry. In front of each 
knee there was a similar but less marked horny thickening in a 
well defined patch. There were also a few small patches of 
thickened epidermis on the left palm, but no rash of any kind 
elsewhere on the body. Her ‘eft knee was somewhat swollen, 
tender, and slightly reddened. Her left ankle was slightly swollen, 
but she made no complaint of pain. There was some general 


. malaise. 


I asked Dr. Erie Evans, in-charge of the venereal disease clinic 
for women, to examine, and if necessary, treat her. Dr, Evans 
reported that on making a bimanual and other examination nothing 
abnormal was found, but that she had taken smears from the 
vagina, cervix, and urethra. On these Dr. Scholberg, pathologist 
to the Royal Infirmary, reported that gonococci were present in the 
films from the urethra and cervix, but not in that from the 
vagina. Dr. Evans then treated the case, giving trimine intra- 
muscularly and rhubarb and soda mixture by the mouth. j 
’ By October 23rd the left knee was much improved, and- ihe . 
malaise relieved; there was still slight swelling of the left ankle. 
The urethra and cervix were treated with protargol, and contramine 
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pessaries were applied every night; hexamine mixture was 
administered. 

On October 30th the joints were normal. ‘ 

From November 6th to January 8th, 1926, local treatment only 
was employed. 7 

On January 22nd, February 19th, and March 12th 0.25 c¢.cm. of 
contramine was given intramuscularly. On February 26th all local 
treatment was discontinued. 

Films from the urethra, vagina, and cervix, taken on March 5th 
and 12th, were reported to be free from gonococci. 

During this period the hyperkeratosis was not treated except 
by frequent soaking in hot water, and the condition slowly 
improved. Some increase, however, occurred on the palms, the 
right palm, which when first seen had shown only doubtful 
indications, being affected as well as the left. Both palms were 
nearly covered with thickened epidermis, and the normal. lines 
were deepened. By the time that her treatment at the V.D. 
clinic ceased the patient had sufficiently recovered to be free from 
discomfort, and she stopped attending the hospital. 


As it seemed desirable to obtain confirmatory evidence of the . 


gonococcal origin of the condition a complement fixation test was 
made. This, however, could not be carried out till July owing to 
difficulty in obtaining a suitable antigen. Dr. Scholberg reported 
that the result was negative in all dilutions. The Wassermann 
test had been carried out in October, 1925, with a negative result 
in all strengths except 40 per cent., where it was weakly positive. 

On September 3rd, 1926, the patient attended at the dermato- 
logical clinic at my request, when I found that the masses of horny 
epidermis had largely disappeared, but that there was still a 
border of the condition at the sides and backs of the feet, 
especially at the heels, also on the balls of the toes, especially the 
great toes. A little keratosis was noted at the points of the toes. 
On the knees there was a thin patchy scattered keratosis, and the 
palms showed patches here and there, rather more on the left palm. 
There was some scaliness and discoloration of the skin at the 
outer side of the left ankle. 


It is difficult to be sure that this was a case of kerato- 
dermia blennorrhagica, first described by Vidal in 1893, and 
by others since. In favour of this diagnosis are the rapid 
incréase of the eruption when it first appeared, its sym- 
metry, its association with inflammation of two joints, and 
the fact that gonococci were definitely found in the smears 
from the urethra and cervix. On the other hand, there 
were no obvious signs (discharge or inflammation) in the 
genital region, the complement fixation test was negative, 
and there was no evidence in the skin lesions of any vesicle 
formation, such as Sabotka' and others have described as 
marking some of these cases. It may, however, be urged 
in reply to the last objections that the fixation test was not 
applied till long after the films from the genital region 
had been found negative, and that the absence of vesicle 
formation was due to the chronicity of the accompanying 
condition, which even in the joints was only .subacute. 
Other possible causes seem excluded, so I think one is 
justified in believing that the case was one of keratodermia 
blennorrhagica. 


REFERENCE. 


1 Sabotka : Dermatol. Woch., February 15th, 1913, p. 181, and F. 
22nd, p. 218. ; P ebruary 
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Memoranda: 
MEDICAL, SURGICAL, OBSTETRICAL. 


TWO-STAGE OPERATION FOR CLEFT PALATE. 
ALL surgeons have experienced difficulty in obtaining uni- 
formly good results in operations for cleft palate when the 
cleft is complete, involving both hard and soft palate; 
when the cleft is exceptionally wide and its closure involves 
considerable shifting of the lateral flaps; and when the 
condition exists in adult or adolescent patients as the 


- result of neglect or failure of earlier operation. 


Success depends upon adequate circulation in the flaps 
and their approximation without tension. Failure is due 
to the difficulty experienced, in the types of cases referred 
to above, in securing both conditions. The disturbance of 
circulation involved by the free lateral incisions and 
extensive detachment of the lateral flaps necessary to 
ensure their approximation without tension is considerable, 
with the result that their nutrition is lowered and their 
power to heal greatly diminished. It is a common and 
disappointing experience to find that after an apparently 


successful operation union of the flaps has failed wholly 
or in part. None of the devices used for eliminating 
undue tension, though of themselves adequate, have given 
certain results, and the reason for the failure appears 
to be impaired vitality of the flaps due to inadequate 
circulation. 

For some time, in cases where the necessary disturbance 
of tissue is such that the circulation of the flaps is likely 
to be seriously reduced, it has been my custom to perform 
the operation in two stages. At the first sitting the 
lateral incisions and separation of the flaps are carried 
out and they are freed until they approximate without 
tension. No attempt is then made to pare the edges nor 
to suture them together. Two silkworm-gut sutures, 
passed through the flaps some little distance from their 
inner margins, are tied just sufficiently tightly to keep 
the edges close together, the lateral incisions are packed 
with gauze, and the patient is sent back to bed. 

The second stage of the operation is performed about 
ten days later. By that time the circulation of the flaps 
has been re-established and their vitality is adequate for 
healing to take place rapidly and smoothly. Very little 
disturbance of the flaps is called for at the second opera- 
tion. The edges are pared in the usual way; they are 
gently pushed together and sutured with fine silkworm- 
gut. Two silkworm-gut tension stitches are again inserted 


to take tension off the suture line, and the lateral grooves | 


are packed with gauze. ; 

By this method a very great improvement in results has 
been obtained, and many cases which were regarded as 
inoperable, or in which previous operations had failed, have 
been successfully treated. Among these were a number of 
patients whose ages ranged from 12 to 28 years. 

I am indebted to Mr. Harold Round, honorary dental 
surgeon to the Queen’s Hospital, for suggestions and 
help in devising a method which would secure both the 
conditions essentjal for success. 


M.S., F.R.C.S. 


Birmingham. 


PULMONARY EMBOLISM FOLLOWING 
CHILDBIRTH. 

A CASE very similar to those recorded by Drs. W. J. Young 
and TI. McCulloch (November 6th, p. 835) came under my 
notice in April last. I received an urgent call, and on 
arrival about five minutes afterwards found the patient 
dead. She had been confined about two weeks previousiy, 
and the midwife who had been in attendance stated that 
everything had been normal. The patient had been getting 
up for three or four days previously; the day before she 
had been out of doors for about an hour, and had felt 
quite well, except for a slight pain in the left groin. On 
the morning of her death she arose feeling quite well, and 
while preparing her husband’s breakfast she suddenly fell 
down and died in a few minutes. 

This was obviously a case of pulmonary embolism follow- 
ing femoral thrombosis. These cases impress upon us the 
careful watch which should be kept for the somewhat 
insidious onset of thrombosis during the puerperium and 
the prolonged rest that is necessary once the condition is 
established. 

Warrington. MANNING, M.B., B.Ch., N.U.L. 
A PATIENT of mine recently died with dramatic suddenness 
from pulmonary embelism following childbirth. She was a 
married woman, aged 36, and the confinement was her 
sixth. 

Delivery was normal; my last visit to her was on the fourth 
day of the puerperium, when to all appearances she was well. 
I had not left the house more than ten minutes before she died. 
Her husband explained to me how, during a conversation with 
him just after my departure, she sat up in bed and suddenly 
complained of very severe pain in the left chest. She gasped fer 
breath, clinging to the bedside, her face, first ashen grey, rapidly 
became cyanosed, and in a few minutes she expired. 


I was unable to ascertain any other possible cause of 
death, for I had examined her chest and heart at my 
first visit. 


C. G. Satvesen, M.B., Ch.B.Ed. 


Tarland, Aberdeenshire. 
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DIABETES AND PREGNANCY. 


[ Tue Brittsm 
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OVERDOSAGE OF HYOSCINE. ; 
As injections of hyoscine hydrobromide are being widely 
used for the treatment of chronic cases of encephalitis 
lethargica with the Parkinsonian syndrome in order to 
reduce the rigidity, the following account of overdosage 
may be of use. 

M. W., aged 52, was admitted to the Hull Royal 
Infirmary with marked rigidity of the legs, and to a lesser 
extent of the arms, which had come on after a definite 
attack of encephalitis lethargica. 

He was given hyoscine hydrobromide 1/100 grain once 
a day. This was later increased to 1/100 grain twice a 
day, and eventually to 1/75 grain twice a day. The 
rigidity was so much diminished that he was able to walk 
with, and occasionally without, assistance, and to feed 
himself, which he was unable to do on admission. 

The treatment was occasionally omitted for a few days. 
During its course, and shortly before he was discharged, 
he-showed the following symptoms, which lasted some hours. 
Twenty minutes after an injection of 1/100 grain, 
twitchings of arms and legs, profuse sweating of body 
and limbs, pallor of nose, stuporose condition, eyes closed, 
no loss of rigidity, picking movements of fingers, pupils 
dilated, no response to questions, no remembrance of having 
any indisposition at all. He stated that he felt quite well 
when he came round, and took food well. 


E. Denver, C.M.G., M.D., 
Physician, Hull Royal Infirmary. 


Reports of Societies. 


DIABETES AND PREGNANCY. 

At a meeting of the Edinburgh Obstetrical Society on 
December 8th, 1926, Professor R. W. Jounsrone, the 
President, in the chair, Dr. C. G. Lampre read a paper on 
diabetes and pregnancy. 

Dr. Lambie said that diabetes and pregnancy were rarely 
associated, because diabetes caused atrophic and sclerotic 
changes in the ovaries and uterus, with resulting sterility, 
disorders of menstruation, and sexual frigidity. These 
functional disturbances could often be rectified by the use 
of insulin, except when organic changes were advanced, 
as in the more chronic cases. Pregnancy exacerbated a 
pre-existing diabetes and might be the starting-point of 
the malady in individuals predisposed by heredity or other- 
wise. The factors leading to the deterioration in sugar 
tolerance were: (1) absorption of products of protein 
hydrolysis from the placenta during the first three to four 
months—a condition analagous to infection; (2) the 
emotional excitability of the earlier months causing glyco- 
genolysis in the liver; (3) overeating, after the period of 
morning sickness was over; (4) the necessity for giving a 
good deal of carbohydrate to prevent acetonuria; (5) hyper- 
activity of the thyroid and pituitary glands during the 
later months. Improvement in tolerance was commonly 
observed towards the end of pregnancy, while, simul- 
taneously, there was an increasing tendency to acetonuria, 
Both these phenomena were attributable to the large 
amount of carbohydrate utilized by the foetus. The islet 
tissue of the foetus underwent marked hyperplasia and 
hypertrophy to meet the increased functional demands. 
There was no good experimental evidence that insulin 
passed from the foetus to the mother. During labour the 
blood sugar rose slightly, but after delivery there was 
a sharp rise, the hyperglycaemia lasting for twenty-four to 
forty-eight hours. Thereafter an improvement in toler- 
ance occurred, and might be accompanied, in insulin- 
treated cases, by hypoglycaemia. This was due either 
to a return of pancreatic function, or to excretion of carbo- 
hydrate as lactose in the milk, or to replenishment of 
the glyeogen reserves after their depletion during labour. 
In the latter case it might be quite shortlived and be 
followed by another fall in tolerance, after which there 
might be a gradual improvement. Acetonuria during 
labour was due to (1) depletion of the glycogen reserves 
in order to provide carbohydrate for the supply of energy 
for muscular contraction, (2) anaesthetics, (3) starvation, 
(4) haemorrhage, and (5) sepsis. In diabetes, coma might 


result, After delivery the tendency to acetonuria dis- 
appeared, more fat could be taken, and the necessary 
calories might be given with a smaller intake of glucose. 
When diabetes coexisted with pregnancy both the 
maternal and foetal mortality were high. Hyperglycaemia 
in the foetus, which was secondary to maternal hyper- 
glycaemia, resulted in hydramnios, the development of 
an excessively large foetus, and hyperplasia of the islets 
of Langerhans in the foetal pancreas. Hydramnios might 
be caused by foetal diuresis together with endosmosis, due 
to high osmotic pressure of the saccharine foetal urine. 
Hypoglycaemia, due to excessive insulin secretion by the 
hyperplastic islet tissue, was a possible cause of death after 
birth. These conditions, with their associated obstetrical 
complications, were avoided by the use of insulin. Insulin 
also raised resistance to infection and diminished the 
susceptibility to puerperal sepsis. Diabetes had to he 
distinguished from other forms of glycosuria occurring 
in pregnancy—namely: (1) early alimentary glycosuria, 
(2) renal glycosuria, (3)lactosuria, (4) glycosuria due to carbo- 
hydrate starvation, and (5) late alimentary glycosuria. The 
latter might closely resemble diabetes, and be liable to 
similar complications; its most outstanding feature was its 
rapid disappearance within about ten days after delivery. 
It was probably of hypophyseal origin. In some cases hyper- 
thyroidism miglrt be a cause of glycosuria. Insulin had 
improved the prognosis, especially as regards the life of 
the mother. Some cases now passed through pregnancy 
without loss of tolerance; pregnancy might go on to fuil 
term and a healthy child might be born. In treatment the 
diet must contain a relatively high proportion of carbo- 
hydrate in order to avoid acetonuria. After delivery, a 
high fat low carbohydrate diet might be given, and it then 
became possible to reduce or abolish the dose of insulin. 
The calorie requirements were about 35 calories per kilo 
per diem, and the protein minimum was approximately 
1.2 grams per kilo per diem. Insulin was administered in 
the usual way; it did not harm the foetus, even when minor 
attacks of hypoglycaemia occurred. Induction of abortion 
was indicated (1) where diabetes had existed prior to 
pregnancy and the patient was unwilling to submit to 
continuous supervision under suitable conditions; (2) in 
very emaciated, ill-nourished subjects; (3) where there was 


rapid loss of tolerance in spite of treatment; (4) in cases | 


of acidosis with uncontrollable vomiting. Where a large 
foetus was expected premature labour might be induced, 
or Caesarean section under nitrous oxide and oxygen 
anaesthesia might be performed. Labour was besi con- 
ducted under hyoscine and morphine narcosis. During 
labour the usual doses of insulin, together with a very 
liberal allowance of easily assimilable carbohydrate, should 
be given to prevent acidosis. Dihydroxyacetone was of 
especial value here. 


Rupture of Caesarean Scar. 

Professor J. A. Kynocn described two cases of rupture 
through a previous Caesarean section scar during preg- 
nancy, the two cases having been encountered within a 
period of two months. In the first case the patient had 
had two Caesarean sections performed, and she was again 
nearly at full term. The clinical features in this case were 
severe collapse preceded by several hours of abdominal pain 
and sickness, during which time the patient had walked 
several miles in search of work. Operation was performed 
immediately on admission, and an aperture about the size 
of a five-shilling piece was found at the lower end of the 
scar, which was thin and translucent for its whole length, 
the peritoneal coat alone being intact. There was a con- 
siderable quantity of free blood in the peritoneal cavity. 
Supravaginal hysterectomy was performed, and the patient 
left hospital three weeks after admission. The second 
patient was also eight months pregnant, and had had one 


previous Caesarean section performed. She was suddenly 


doubled up with pain, and had a fast pulse and hurried 


respirations, the rupture being complicated by an acute— 


lobar pneumonia. Rupture was diagnosed, and the 


abdomen opened under local anaesthesia. The rupture was_ 


found to be five inches in length, and the membranes 
bulged through. After removal of a dead child the wound 
was sutured and the patient sterilized. After a somewhat 
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stormy convalescence, owing to the chest condition, the 
patient eventually did well, and was discharged four weeks 
after operation. Professor Kynoch then went carefully 
into the statistics of rupture after a previous Caesarean 
section, and contrasted the results of the classict! and 
lower uterine segment incisions. He stated that the most 
frequent causes of rupture seemed to be infection with 
defective coaptation of the wound edges, catgut as a 
suture material, and the attachment of the placenta to the 
line of the incision. In both of his cases there had been a 
febrile convalescence at the previous Caesarean sections, 
and catgut had been the suture material employed. He 
favoured silk as the best suture material for Caesarean 
section, and thought catgut most unsuitable. 


GASTRIC AND DUODENAL ULCERS. 
Ar a meeting of the Cardiff Medical Society on November 
23rd, 1926, with Dr. A. Howetz in the chair, Mr. J. Berry 
Haycrarr read a paper on the diagnosis and treatment of 
gastric and duodenal ulcers. 

Mr. Haycraft described the routine method of examina- 
tion of cases in the surgical unit, which consisted of 
clinical history, physical examination, z-ray examination, 
fractional test meal, examination of stools for occult blood, 
red cell count, blood compatibility in case of transfusion 
being necessary, and the Wassermann test. He emphasized 
the importance of obtaining an accurate clinical history of 
the symptoms of the disease from its very commencement, 
and described in detail the symptoms and methods of 
questioning the patients. This was regarded as the most 
important factor in making a diagnosis. The z-ray exam- 


ination should be conducted by the radiologist and the | 


surgeon together; screen examinations give a better indica- 
tion of the nature of the lesion than films. The fractional 
test meal-had been of value in confirming the diagnosis in 
only half the cases, but the detection of the presence of 
occult blood in the faeces had often been the conclusive 
factor. In considering what type of operation was of 
most value, Mr. Haycraft emphasized particularly the 
need for early diagnosis, since this rendered the operation 
as a rule simpler and less dangerous. As a rule duodenal 
ulcers and simple ulcers close to the pylorus could be 
cured by the operation of gastro-jejunostomy, but ulcers 
on the lesser curve and those adherent to the liver or 
pancreas required some form of excision or partial gastrec- 
tomy. In these old-standing adherent cases partial gastrec- 
tomy was often very difficult, and the mortality was 
higher than that of gastro-jejunostomy, but by earlier 
diagnosis and treatment some of these more severe opera- 
tions could be avoided. Sleeve resection was not a good 
operation unless combined with gastro-jejunostomy. Two 
cases of hour-glass stomach where gastrectomy was not 
feasible had done well with gastro-gastrostomy combined 
with gastro-jejunostomy. Careful pre-operative treatment 
was most important, particularly the rectal administra- 
tion of glucose, and, if necessary, one or more transfusions 
of blood. Similar post-operative measures to combat shock 
were indicated. 


PROGNOSIS. 

At a meeting of the West Kent Medico-Chirurgical 
Society at the Miller General Hospital, Greenwich, on 
December 10th, 1926, Dr. H. Nockotps, the President, in 
the chair, Dr. Roserr Hvrcutson delivered the Purvis 
Oration on the subject of prognosis. In the course of his 
address Dr. Hutchison showed how prognosis was affected 
by changes of type in disease and the introduction of new 
methods of treatment. Scarlet fever was less severe, while 


_ Measles and pneumonia were more severe than in the 


previous generation. Prognosis was considered under three 
headings—namely, the expectation of life in the healthy; 
in acute self-limited disease, such as typhoid fever and 
pneumonia; and in chronic diseases, whether curable or 
not. In the first case heredity was the most important 
factor in promoting long life, but occupation and personal 
habits had also to be considered. The organs chiefly con- 
cerned in longevity were the heart, kidneys, and lungs. 
Though it was difficult to estimate the resistance of bacterial 


infection, no patient less than 40 years of age should die 
of acute disease, and the London Hospital records showed 
a 10 per cent. increase‘of mortality for each decade. Bad 


_signs were: an increased pulse rate, low blood pressure, 


disturbance of the first sound at the apex, and refusal 
of food. The temperature was unimportant, except in 
little children and old people. Sinking down in bed was 
an unfavourable indication, and the tone of the voice 
should be noted. In acute disease prognosis might be . 
upset by a sudden heart failure. The chief sources of error 
were: faulty diagnosis, paying too much attention to 
physical signs and too little to the patient, failure to allow 
for complications, inability to estimate the reserve power 
of the heart, and refusal to face facts. Such words as 
‘never’? and ‘‘ almost ”’ should not be used in prognosis, 
and no unnecessary prophecies should be given. 


JAMES MACKENZIE INSTITUTE. 


At the James Mackenzie Institute for Clinical Research, 
St. Andrews, on November 30th, 1926, Mr. A. Ernest 


' Mayzarp read a paper on the bearing of such conditions 


as high blood pressure, glycosuria, and albuminuria on the 


- performance of surgical operations. 


‘In the case of high blood pressure it was not, he said, 
so much the symptom itself that demanded consideration 
as the condition on which it depended, for where the rise 
in pressure was due to kidney, heart, or artery disease 
grave lesions connected with these viscera introduced 
factors of greater moment than the symptom they produced. 
Save in exceptional cases where the systolic pressure 
exceeded 240 and the diastolic 140 the risks connected 
with operation appeared to be negligible. Charles Moois 
of Toledo, U.S.A., had suggested as a working hypothesis 
that primary consideration should be given to the “ pressure 
ratio ’’; this ratio was found by dividing the pulse pressure 
by the diastolic; it was considered “‘ ideal ’’ when it stood 
at 50 per cent., but when below 25 per cent. or above 
75 per cent. it was ‘‘ very grave.” 

Operations upon patients suffering from glycosuria, as 
represented by diabetes, did not appear to add any very 
serious risk or impediment in their performance, as best 
illustrated by the success that had attended amputations 
for diabetic gangrene. Inasmuch, however, as the disease _ 
could be controlled to a very large extent, and the patient 
benefited by the preoperative administration’ of insulin, 
operations of expediency could be undertaken without any 
fear of untoward results; experience further proved that 
wounds healed as well as when no such disease existed. 

In discussing the subject of albuminuria as it affected 
operation, Mr. Maylard said that consideration must be 
directed more to the cause of the symptom than to the 
mere presence of albumin in the urine. By simply reason- 
ing on the matter it might be supposed that, when the 
albuminuria was dependent on a pathological condition 
of the kidney, the gravity of an operation would be con- 
siderably increased; but practical operative experience 
indicated that unless the disease of both viscera was very 
advanced but little risk was added to the performance 
of an operation. Albumin in the urine dependent on most 
other conditions, particularly if only a trace, could be 
looked upon as practically of no moment, even when an 
operation was not imperative but merely expedient. 

In conclusion, Mr. Maylard said that he had had the 
valuable collaboration of Professors Wilkie and John Fraser 
of Edinburgh, and of Professors Archibald Young and Peter 
Paterson of Glasgow, in investigating the results of opera- 
tions on patients suffering from one or other of the three 
symptoms under discussion. Their investigations and opinions 
were practically similar to those undertaken and given by 
other surgeons. It all practically amounted to this, that 
with the usages of modern surgery, in the most comprehen- 
sive acceptance of the term, combining expeditiousness and 
careful technique, aided by adequate medical and dietetic 
treatment, and the right selection of an anaesthetic best 
suited for the particular case, there were but few sufferers 
from any one of the three symptoms of high blood pressure, 
glycosuria, and albuminuria in whom operations of ex- 
pediency or necessity involved any additional risk. 
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A BEGINNER’S GUIDE TO MEDICAL TREATMENT. 
Ir ‘is not surprising that Dr. Rosert Hutcutson’s former 
pupils have often ‘asked him to publish the lectures on 
elementary therapeutics which he used to give at the 
London Hospital, and it is gratifying that he has at last 
been induced to do so. His book The Elements of Medical 
Treatment' is a model of brevity, clearness, and sound 
judgement. 

While emphasizing the value of radical treatment where 
possible, and the ease with which symptomatic treatment 
may be abused, Dr. Hutchison recognizes that in many 
cases the latter alone is available. Hence many of his 
chapters deal with such general symptoms as fever, pain, 
insomnia, dyspepsia, and heart failure. Under each head- 
ing a short account is given of the indications for treat- 
ment, followed by a description of the general management 
of the patient, the dict suitable for the case, and the 
drugs which relieve the symptom. The treatment is illus- 
trated by prescriptions, to each of which is appended a 
brief account of the reason for the use and combination of 
the drugs. The book is brought well up to date by the 
inclusion of chapters on the use of insulin in diabetes, 
on endocrine treatment, on bacteriotherapeutics, and on 
psychotherapy. The wise conservatism of Dr. Hutchison 
is shown by his statement that, with the exception perhaps 
of the endocrines, no remedies have been used with less 
discrimination than vaccines, nor with less of the healthy 
scepticism which should characterize the therapist. And 
of endocrines he says that, apart from insulin, only three 
are of proved therapeutic value—namely, those from the 
thyroid, the suprarenal, and the pituitary. 

The book is written in an easy, conversational style, and 
should achieve Dr. Hutchison’s aim in being useful to the 
medical student preparing for examinations, and as an 
introduction to more complete and detailed treatises. 


INSULIN IN THE CONTROL OF DIABETES. 
Tat a second edition of LawRENcE’s Diabetic Life? should 
appear in less than a year after the publication of the first 
seems sufficient proof of its usefulness in ‘‘ its main object 
[to quote the author’s preface] of simplifying the modern 
treatment of diabetes for both patient and practitioner.” 
Comparatively few changes have been made; the line-ration 
scheme, which the author introduced in his first edition 
(reviewed by us on February 27th, 1926), has been re- 
arranged and somewhat simplified. Fuller examples of diet 
have been added, as well as an excellent table of treatment 


for emergency use in coma. The author has included an 


important observation on page 13 regarding the widespread 
idea that if a patient who has once begun the use of insulin 
should discontinue its administration the diabetes will 
become worse. ‘‘ This,’’ he says, ‘‘ is quite wrong. The 
omission of insulin leaves the patient in the same condition 
as before, or sometimes a little better.’’ This observation 
is well worth emphasizing, as is a further. remark on 
page 66: ‘‘ My experience has been that most cases who 
have been careful about their diet and insulin have been 
able to reduce their insulin dosage considerably during the 
first six to nine’ months of treatment.’? Perhaps if the 
author had favoured ‘‘ high diets and high insulin ’’ rather 
than ‘‘ moderate diets and moderate insulin’’ he would 
have found his patients even better able to reduce or to 
omit entirely their insulin. In a footnote on page 53 
another noteworthy dictum occurs: ‘‘ No careful practi- 
tioner should be deterred from giving a severe case insulin, 
either because no blood sugars are available, or because 
admission to a hospital is impossible.’’ This is sound and 
bold advice which can safely be followed. We are glad 
to find that there is no drawing back from the opinion 


expressed in the first edition, that ‘‘ starvation has now 
become unnecessary ’’ in the treatment of diabetes. The 
book is an admirable little guide to the control of diabetes 
by diet and insulin. The publishers have improved the 
legibility of the printing by the use of a paper with a 
different face. 


Dr. ConysBeare has compiled a short manual for the use 
of diabetic patients, entitled Self-Care’ for the Diabetic,® 
which contains just so much scientific explanation of the 
principles underlying treatment as will help a patient of 
average intelligence without confusing or alarming hii. 
One drawback which any diabetic patient must experience 
is the fact that in order to live he must never forget his 
disease. The criticism is sometimes heard that it is a 
pity to put into a patient’s hands a book about-his disease. 
But in diabetes the patient is compelled to think about 
his condition and study his symptoms. Dr. Conybeare 
deserves congratulation on his book, which will inform 
a patient without giving cause for unfounded fears. 
The principles of dieting are made interesting and easy 
to grasp, though we find it difficult to agree with his 
warning (on page 19) that all breads, whether white cor 
brown, are unsuitable for any except the milder cases of 
diabetes. As a matter of experience even the severest cases 
may, with the help of insulin, take considerable quantities 
of white or brown bread with advantage to their nutrition 
as well as their palates. But it is noticeable that in many 
of his specimen diets Dr. Conybeare shows some reluctance 
to be generous in his carbohydrate allowance—a very 
common and apparently very English attitude. For instance, 
on page 29 a patient’s chart is shown giving the informa- 
tion that on a diet of 1,960 calories a patient weighing 
164 lb. (dressed) motored 100 miles, and was very tired. 
The ratio of fat to carbohydrate and protein is given as 
160 to 55 and 75. Both the carbohydrate content and the 
calorie value of the diet are on the meagre side. Elsewhere 
the author complains that diabetic diets are expensive, 
chiefly because of the fat they have to include. But it 
begins to be time that ‘‘ high fat ’’ diets for diabetics gave 
place to ordinary diets with adequate insulin. The chapter 
on ‘‘ hygiene for the diabetic ’’ is one which every diabetic 
patient should learn by heart. Appendix I consists of a 
brief list of common foodstuffs and their values; it is as 
good as any we have seen, and commendably shorter than 
most. The volume is printed in the excellent type of the 
Oxford Medical Publications. 


TREATMENT OF CHRONIC ARTHRITIS AND 

RHEUMATISM. - 

In his Treatment of Chronic Arthritis and Rheumatism* 
Dr. H. Warren Crowe advocates a method of vaccine 
treatment which he finds to be of value to patients in 
an early stage. His views on the bacteriology of these 
common disabling affections are here clearly enunciated,_ 
but as they are in some. respects different from those 
usually held he is wisely giving his detailed descrip- 
tion of this subject in a supplementary volume. He 
concludes that osteo-arthritis, which is a local disease, as 
well as most forms of non-articular rheumatism, are due 
to streptococci, whereas rheumatoid arthritis, which is a 
general disease, is due to a certain group of staphylococci 
described by him in 1912, one of which he called Micro- 
coccus deformans, In most instances, however, both infec- 
tions are at work, and accordingly in this group of mixed 
arthritis both vaccines should be employed. While holding 
that the microbic conception of these diseases is funda- 
mental, and pleading for a trial of these vaccines, he is 
emphatic on the importance of removing any septic focus, 
and points out that if such a focus is left cure may be 
rendered impossible, or that if apparent cure does take 
place it will be temporary only. Infection of the small 
intestine is regarded as more significant than that of the 


1The Elements of Medical Treatment. 2 Robert Hutchison, M.D., 
F.R.C.P. Bristol: J. Wright and Sons, Ltd. ; 


Hamilton, Kent and Co., Ltd. 1926. (Cr. 8vo, pp. vi + 163; 1 figure. 


7s. 6d.“net.) 
2 The Diabetic Life. By R. D. M.A.,; M.D. Second edition. 


London: J. and A. Churchill. 1926. 
7 figures. 7s. 6d. net.) 


Extra post 8vo, pp. viii + 167; 
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3 Care for the Diabetic. By J. J. Conybeare, M.C., M.D.Oxon. 
Oxford Medical Pubtientions, Milford, Oxfor 
University Press. 1926. (Cr. 8vo, pp xi + 70; 1 figure. 3s. 6d. net.) 
4The Treatment of Chronic Arthritis and Rheumatism. By. H. Warren 
Crowe, D.M., B.Ch.Oxon., etc. Oxford Medical Publications. London: 
Milford, Oxford ee Press. 1926. (Demy 8vo, pp. xi + 19; 
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colon. The section on clinical diagnosis and prognosis | true that we do not understand as yet all the details of 


contains evidence of much careful observation, and men- 
tions many clinical points to look out for. 

The details of treatment are carefully laid down, and 
particular stress is placed on the importance of giving 
small doses of vaccine, as sensitization is prone to occur; 
Dr. Crowe disapproves of the large doses of streptococcus 
vaccines sent out by clinical laboratories, and thinks that 
tragedies have not more often resulted because the strepto- 
cocci used are harmless. Daily estimations of the body 
weight are regarded as important in calculating the dose of 
vaccines. Methods of tteatment other than by vaccines 
are considered; in the author’s opinion protein shock 
therapy is seldom successful in chronic arthritis, and renders 
subsequent cure by his vaccines more difficult. The contra- 
indications to the use of peptone as a means of desensitizing 
patients who have become sensitized to vaccines are 
mentioned, and the preliminary injection of a minute dose 
(one two-hundredth) of the vaccine before the real dose is 
given, in erder to obviate sensitiveness, is also described. 
The results of his treatment are detailed, and among them 
are included those recorded in his article with a special 
plate in our issue of November 6th last (p. 834) on the 
treatment of osteoarthritis of the hip by vaccines. 


ORGANIC CHEMISTRY MADE INTERESTING. 
WE agree with the views expressed in the preface to Dr. 
Reav’s Text-Book of Organic Chemistry® that few works on 
the subject are written in a form to attract the attention 
and hold the interest of the modern student with his 
shrewd sense of examination values. Dr. Read is to he 
congratulated on the effort he has made to break away 
from the desultory style of presentation to which he 


alludes. The text of his book is studiously calculated to: 


evoke the interest of the student, the author having 
recognized the importance of the principle that academic 
treatment becomes more illuminating when connected with 
well known facts of technical and economic significance. 
The book not only contains all the material requisite for 
the needs of the usual examination courses in science and 
medicine, but it connects with every item of instruction 
some piece of information having popular interest. The 
method renders every page attractive to read and is bound 
to lighten: the burden that falls on mere memory. The 
volume is large enough for the student entering on the 
subject, but organic chemistry offers scope in other direc- 
tions for the application of the author’s plan of treat- 
ment. Too little is usually done te demonstrate in the 
proper place the types of reactions which are to become 
the organic chemist’s guide to anticipation of events. He 
is not generally taught what must happen, for example, to 
two hydroxyl groups when attached to the same carbon 
atom, or through what course of intermediate linkages 
hydrazobenzene undergoes transformation into benzidine. 
Emulation of the author’s plan of treatment in the direc- 
tions indicated would do much to render organic chemistry 
a more coherent system of study. As it is, the book 
deserves the highest commendation. We anticipate that it 
will be so much appreciated by students, good judges as 
they are, as to become a popular favourite. 


CONCERNING SEX. 
Or late there have appeared several small popular books 
on sex written by people whose only claim to authorship 
in this subject would appear to be an overwhelming desire 
to help their fellow women. The extent of the ignorance 
of well established biological fact and the disregard for 
scientific method on the part of these authors revealed in 
such books is appalling. The demand for reliable informa- 


54 Text-Book of Organic Chemistry. By John Read, M.A.Camb. 
Ph.D.Ziirich, B.Sc.Lond. London: G. Bell and Sons, Ltd. 1926. (Post 
8vo, pp. xi + 679; 87 figures. 12s. 6d. net.) : 


the processes of sex determination and of sex differentia- 
tion, but it is equally true that the salient and significant 
features of these processes are clearly apprehended. The 
study of the chromosomes and of the hormones has reveale:| 
the precision and the wonder of the mechanism concerned. 
So great has been the advance in knowledge concerning sex 
that already it is possible to use this knowledge with 
precision in the actual control of sexuality. 

These matters are of interest to thé general public, which 
consists of individuals every moment of whose lives is 
affected in one way or another by one or more of the various 
manifestations of sexuality. It is indeed highly important 
that the general public should be aware of current scientific 
opinion concerning sex, and it was high time that some 
professional biologist, well equipped for the task and with 
a flair for the interpretation of scientific terminology into 
language understood by the man (and woman) in the home. 
should enlighten those who desire to make themselves 
acquainted with the present state of knowledge concern- 
ing Sex. 

Mr. J. R. Baxer* has essayed this task. The matter is 
well chosen and well arranged, the language is sibple, and the 
facts are adequately, frankly, and rationally discussed. The 
book may be exceedingly helpful to the general public aul 
to the students of biology and of medicine to whom it is 
addressed. We say ‘“‘ may be” advisedly, for frankly we 
are somewhat repelled by the author’s method of teaching. 
We agree that it is necessary to avoid meticulous accuracy 
and the consideration of elaborate detail in any attempt 
to disseminate scientific knowledge lest these should dis- 
guise the real significance of the general principles of the 
subject, and that it is often necessary to provide for 
those who look to others for their creed. But it is 
highly dangerous to incorporate personal opinion in a 
body of established fact in such a way as to make them 
indistinguishable. Mr. Baker has the courage and con- 
fidence as well as the enthusiasm of youth. He does not 
limit his instruction to the biological aspects of this subject, 
but fearlessly and unrestrainedly simplifies the anthrope- 
logical and’ psychological aspects too. Perhaps he knows his 
public, and gives it that which it needs. 

We cannot recommend this book to biological and medical 
students, however, because they should not be encourage:! 
to listen contentedly to the voice of personal authority. 
The student should early recognize that humility becomes 
those who tend the lamps that are lit on the alter of know- 
ledge; that there is more than efficiency in a mechanism, 
there being also a beauty that provokes respect and even 
reverence. The book reminds one of a dissected cadaver, 
very marvellous in a way but definitely dead; the smell of 
jasmine has given place to the fumes of formalin. 

Those who wish to make a quick survey of what is known 
concerning sex will be well advised to read this book. The 
opinions expressed will not fail to stimulate thought and 
discussion. The reader may or may not be attracted, but 
he will most certainly be grateful to the author for having 
condensed into so small a space so much that is of 
importance. 


SIR FELIX SEMON. 
The Autiobiography of Sir Felix Semon,’ edited by his 
eldest son, Dr. Henry C. Semon, and Mr. Thomas A. 
Mcintyre, appeals not only to medical men but to a wider 
audience on account of his varied interests, especially in 
music and sport, and of his wide acquaintance with 
royal and other prominent personalities of his time, whose 
names appear frequently in this memoir, From a _pro- 
fessional point of view his career is a striking example of 
the power of energy and ability to conquer difficulties, for 
coming as a foreigner to London in 1876 he not ouly 
attained great personal success, but helped to raise and 
establish the status of laryngology, the specialty in which 


6 Sex jn Man and Animals. By John R. Baker. With a preface by 
Julian S. Huxley. London: George Routledge and Sons, Lid. 192, 
(Demy 8vo, pp. xvi -+ 175; 22 figures. 7s. 6d. net.) , 

Antobioqraphy of Sir Feliz Semon, K.C.V.0.. 
Henry C. Semon M.A., M.D.Oxon., M.R.C.P.Lond., and 
Thomas A. McIntyre London: Jarrolds, Ltd. 1926. (Med. 8vo, 
pp. xi + 349; 15 illustrations. 2ls. net.) 
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he was a leader. Further, the volume is adorned by a 
number of illustrations, his portrait by Sir Hubert von 
Herkomer and cartoon by Leslie Ward in Vanity Fair 
being especially good. ‘ 

He was born in Danzig in 1849, and was educated in 
Berlin; incidentally as a student he fought three duels 
—two with rapiers, one with pistols. In 1870, when the 
Franco-German war broke out, he left the study of medi- 
cine to serve in the second regiment of the Prussian Uhlan 
Guards, and went through adventures both exciting and 
unpleasant. On returning to Berlin he was inspired by 
Virchow’s lucid, if somewhat dryly delivered, lectures and 
grasp of a colossal subject. The teacher imbued the pupil 
with the principle that for the science of medicine unity 
of thought is indispensable ; this Semon afterwards enforced 
by insisting on the intimate connexion of laryngology 
with general medicine. To Traube he ackitowledges the 
debt of being taught, ‘‘ in his hard and exacting school,”’ 
to observe accurately and minutely and to interpret such 
observations with care. In 1874 he left Berlin for a year 
of post-graduate study in Vienna and London, without, of 
course, any suspicion that he was really saying good-bye 
for life to his German home, and would return to Berlin 
only as a casua] hurrying visitor. 

On arrivifg in London he concentrated his work at 
St. Thomas’s Hospital, where he was subsequently on the 
staff, and his impressions, favourable and critical, of the 
current medical teaching in London as compared with that 
on the Continent will be read with interest. An introduc- 
tion to Dr. (afterwards Sir) Morell Mackenzie, whose 
“‘ truly wonderful manual dexterity ” made a great impres- 
sion on him, led to regular attendance at the Golden 
Square Hospital, and after being advised by Richard 
Liebreich of St. Thomas’s to take up a specialty he even- 
tually decided in favour of laryngology as against otology. 
The early struggle in London is well told, with its strenuous 
work and interludes of pleasure; it was at this early 
date that he laid the foundations of what was subsequently 
known as Semon’s law. In 1877 he became engaged to be 
married. Ten years later, in 1887, he was well established 
in practice, and for this and other reasons, including 
loyalty to his friend Frinkel, he declined the offer to 
become director of the State Policlinic for Diseases of the 
Throat and Nose at Berlin. The story of the Emperor 
Frederick’s fatal illness, given in considerable detail, has, 
so the editorial note points out, been somewhat curtailed. 
Though there is no need to enter into this much discussed 
matter, it may be mentioned that quite recently Sir 
Rennell Rodd (Times, November 25th, 1926) showed how 
erronedus is the statement, which indeed in one place 
(p. 162) Sir Felix Semon repeats—though of what he says 
elsewhere (p. 148) a different interpretation is possible— 
that the Crown Princess was solely responsible for 
Mackenzie’s introduction into the case; it was in fact due 
to the action of Bismarck, who, however, from political 
considerations, never corrected the opinion universally held 


in Germany. The thirteen years from 1890 to 1902 marked - 


the zenith of Semon’s career, and in 1909 he retired. . 


The last years of his eventful life were clouded by the 


war, in which his three sons served, and it is sad that in 
1919, when about to be operated upon for supposed malig- 
nant disease, he wrote in obvious depression, ‘‘ The last five 
years have brought me nothing but worry and misery, and 
an ever-increasing feeling of bitterness at the ingratitude 
of my German and some of my British former brother 
specialists.” 


NOTES ON BOOKS. 


THE last quarterly instalment of the seventy-sixth volume 
of the Guy’s Hospital Reports* contains twelve articles, of 
which four are records of cases from the ear and throat 
Sine, _Ppresided over by Mr. W. M. Mbollison, who 
collaborates in three out of the four reports. The first of these 
is a case of spontaneous expulsion by coughing of a pneumolith 
containing much calcium and possibly a calcified tuberculous 
bronchial gland. The second is on two cases of apparent cure 


®Guy’s_ Hospital Reports. Vol. 76 (Vol. 6, Fourth i 
October, 192, Edited by Arthur F. M.D. 
Son (1 ~ he 1926. (Med. 8vo, pp. 379-499; 10 figures, 1 plate. 
en su — £2 2s. for volume of four parts; single numbers 


by sagen for neuroblastoma of the ethmoid and for carcinoma 
of the antrum respectively. Dr. J. F. Carter Braine and Mr. 
Grant Massie report on the results of treatment of 722 cases 
of mammary carcinoma admitted into the hospital during the 
thirteen years ending August, 1922, and give eight conclusions; 
there seems to be little or no connexion between the histology 
of the growth and post-operative survival; of the 388 verified 
cases 54 per cent. were alive three years after operation, 21 per 
cent. after six years, and 11.5 per cent. after nine years. Br. 
A. F. Hurst describes a case of the Plummer-Vinson syndrome 
(opeam of the pharyngo-oesophageal sphincter with anaemia and 
splenomegaly), which was first recognized in 1921 by Plummer 
and Vinson of the Mayo Clinic. A comparative study of the 
development and physiology of identical twins who had always 
been under the same environmental conditions, made by Dr. 
G. P. Crowden, showed their psychological, anatomical, and 
physiological development to be similar; they were once accused 
of cheating in an examination because they made the same 
mistake in the same problem, but their characters were cleared 
by their form-master, who reported that they sat at opposite 
ends of the examination hall. Mr. Ralph Breoke and Mr. Frank 
Cook discuss secondary pelvic contraction, in which an actual 
diminution in the size of the pelvis results directly or indirectly 
from antecedent confinements which may have been uneventful. 
In a preliminary observation on the treatment of nephritis with 
oedema by large doses of alkalis Dr. A. A. Osman shows that 
it has some prophylactic value in preventing the incidence of 
nephritis after scarlet fever, and that it is of use in the treat- 
ment of nephritis with oedema. 


Dr. Betrrace, in introducing his book What’s Best to Eat?* 
evidently feels the need to apologize for adding another to the 
list of books on food. He excuses himself on the ground that 
the relation between disease and faulty habits of diet cannot 
be too often or too forcibly pointed out. The book has a 
foreword from Professor E. V. McCollum of the Johns 
Hopkins University, who tells us in italics that “many and 
serious as are the problems confronting Europe and America 

. none is more important than the application of the science 
of nutrition in the daily life of the people.’’ Sir William 
Arbuthnot Lane, to whom the book is dedicated, is quoted on 
the wrapper as saying that ‘‘ the deeper one digs into it the 
mere valuable, instructive, and inspiring are its contents.” 
Dr. Belfrage has a good deal to say of infection from the 
bowel, particularly from that ‘‘ sewage chamber ”’ the colon. 
The general impression we get from the book is that Dr. 
Belfrage is a most industrious collector of information and 
opinion on diet, and that the most useful part is the ‘‘ practical 
‘supplement’? by Miss Lucy Yates, containing recipes for 
various dishes. 


To encourage the use of smokeless fuels for domestic 
purposes the Smoke Abatement League has published a book 
on Home Fires without Smoke.’® It has two editors, Mr. Cyrm 
and Miss Marion Firzceratp. The former modestly 
confines himself to the preface; of the extent of the latter’s 
effort no evidence.is forthcoming. In a foreword Sir Napier 
Snaw, after quoting Carlyle’s prophecy of the ‘‘ hero as a man 
of letters,’’ expresses the opinion that it is on the ‘‘ hero as 
a man of gas” that we must fix our minds for smoke preven- 
tion on a large scale. The contributors to the volume, however, 
do not limit us so strictly. Thus Dr. Margaret Fishenden 
writes on the use of coke for sitting-rooms, central heating, 
hot water, and cooking. She allows us to use some coal, 
provided we begin the fire with the previous day’s cinders 
and give the coal plenty of air. Mr. Goodenough, executive 
chairman of the British Commercial Gas Association, lauds 
the advantages of gas; he thinks that gas fires can be made 
beautiful and so artistic as to harmonize with the room. Mr. 
Masters favours a liberal use of electricity, but: advises a coke 
“furnace and boiler for hot water in winter. Two other contri- 
butors, as a result of visiting one hundred and fifty housewives, 
conclude that the kitchen range is out of date, but they spread 
their sympathies over coke, gas, and electricity impartially ; 
they plead for scientifically conducted cost and utility tests. 
The book should be useful to those in search of, or anxious to 
improve, a home. 


The Transactions of the sixth biennial congress of the Far 
Eastern Association of Tropical Medicine, held in Tokyo during 
the latter half of October, 1925, are being published by the 
Kyorinsha Medical Publishing Company. The first volume has 
now been received; it contains 148 scientific papers, in addition 
to the presidential address of Baron 8. Kitasato. 


® What’s Best to Eat? By 8S. Hennin a M.D.Lond. With a 
practical supplement by Lucy H. Yates, M.C.A. ndon: W. Heinemann 
(Medical Books), Ltd. 1926. (Demy 8vo, PP. xi+ 199. 7s. 6d. net.) 

10 Home Fires without Smoke. Edited by Cyril Elliott, B.Sc., and 


Marion Fitzgerald. With a foreword by Sir Napier Shaw, Sc.D., F.R.S, 
London: E, Benn, Ltd. 1926. (Demy 8vo, pp. xvi + 58, 3s. 6d. net.) 
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NINETY-FIFTH ANNUAL MEETING 
of the 


British Medical Association. 


EDINBURGH, 


1927. 


Edinburgh Castle. 


PHE ninety-fifth Annual Meeting of the British Medical Association will be held in 
, Edinburgh next summer under the presidency of Sir Robert Philip, M.D., LL.D., 
honorary physician to the King in Scotland, who will deliver his address to the 
Association on the evening of Tuesday, July 19th. The scientific and clinical work 
of the meeting will occupy, as usual, the three following days, and on this occasion 
it will be divided among twenty-one Sections. 
were published in the SuppLEmENT of December 4th last; the full list of officers, together 
with the provisional programme of scientific business and other details of the arrange- 


The names of the Presidents of Sections 


ments for the Annual Meeting, will appear in later issues. The Annual Representative Meeting, for the transaction 
of medico-political business, will begin on Friday, July 15th. On the last day of the meeting (Saturday, July 23rd) 
there will be excursions to places of interest in the neighbourhood. We print below the second of @ series of 
descriptive and historical articles on the Scottish metropolis and its relations with the science and practice 


of medicine. 
of the Edinburgh Medical School. 


The first article, published on December 4th (p. 1067), dealt with old Edinburgh and the beginning 


THE EDINBURGH MEDICAL SCHOOL. FROM 1726 TO THE MIDDLE OF 
THE NINETEENTH CENTURY. 


AFTER the formation of a medical faculty in the Tounis 
College, the University of Edinburgh, as it now began to be 
called, commenced to attract students from places outside 
Edinburgh. The increasing popularity of medical teaching 
at this school may be roughly gauged by the numbers of 
graduates in the faculty of medicine during the century 
following the foundation of the medical faculty. Taken by 
decades after 1726, the numbers 
of graduates were as follows: 16, 
20, 108, 79, 170, 242, 330, 469, 
586, till for the decade ending 
1825 the numbers reached 1,071. 
These figures do not represent all 
the persons studying medicine at 
Edinburgh, because in the early 
days it was more usual to obtain 
a licence to practise from the 
College of Surgeons or to graduate 
at a foreign university, while the 
fashion of taking a University 
degree in Edinburgh gradually 
increased. 

The early faculty was composed 
of Alexander Monro (anatomy), 
Andrew St. Clair and John 
Rutherford (institutes of medi- 


cine and medicine), George 
Preston (botany), Andrew 
Plummer and John _ Innes 
(chemistry and medicine), and 


Joseph Gibson (midwifery). It 
may be pointed out that Joseph 
Gibson’s appointment was_ the 
first professorship in the subject 
of midwifery in the United King- 
dom. Dr. Archibald Pitcairne, 
Sir Robert Sibbald, and some of 
the others who had been con- 
cerned towards the end of the 
seventeenth century in the project of founding a 
medical school at Edinburgh and in obtaining ‘a’ charter 
for its College of Physicians, were men of European reputa- 
tion, but the group forming the faculty of medicine in 
1726 appear to have busied themselves chiefly with prac- 
tice and teaching. Robert Whytt, who in 1747 succeeded > 
St. Clair and Rutherford as professor of institutes of 
medicine and of medicine, attained a considerable degree of 


Wittum Cuter. 
(After an engraving by Ridley.) 
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celebrity beyond the confines of Edinburgh. Great public 
interest was taken in the early years of the eighteenth 


century in the search for substances which would dissolve 


| 38 calculus in the bladder. Whytt in 1743 had published an 


* Essay on the virtue of lime-water and soap in the cure of 
stone, which had attracted considerable attention, 
and, largely as the result of this, he was elected to the 
chair. An important scientific 
result of these researches in re- 
gard to the properties ‘of alkalis 
was that of Joseph Black, who 
in 1754 was led by them to his 
elaborate series of ‘‘ Experiments 
upon Magnesia Alba, Quicklime, 
and other Alcaline Substances,” 
in the course of which he dis- 
covered the first known gas, 
which he called “fixed air” 
(carbon dioxide). Whytt busied 
himself for some years after his 
appointment chiefly with physio- 
logical researches. The publica- 
tion of some of these brought him 
into conflict with Albrecht von 
Haller, the great hierarch of 
physiology, with whom Whytt 
had a considerable correspond- 
ence. In his observations upon 
hysterical disorders, Whytt 
appears to have anticipated the 
modern conception of referred 
pain, and he also did much to 
localize the seat of different re- 
flexes in the spinal cord. He 
was the first person to give a 
clear description of tuberculous 
meningitis or, as he called it, 
“‘dropsy of the brain,’ which is 
still described according to the 
three stages into which Whytt divided its symptoms. 
An interesting point in connexion with this disease was 
that the foramen connecting the lateral ventricles was 
observed dilated in a case dying from hydrocephalus 
which Whytt had seen in consultation with Monro 
(secundus) in the year 1764. This opening has subsequently 
been known as the “ foramen of Monro.” 

Among the early professors, William Cullen has attained 
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the most lasting fame. Following the usual practice of 
the time, Cullen had served an apprenticeship of two years 
to a Glasgow surgeon, and had studied for six months at 
the newly instituted faculty of medicine in Edinburgh. 
After some time spent in country practice he had removed 
to Glasgow, where he had delivered lectures on medicine 
and chemistry, and in 1755 he had joined Professor 
Plummer, then in failing health, as joint professor of 
chemistry at Edinburgh. As chemistry did not satisfy his 
medical ambitions, in 1757 he undertook to deliver clinical 
lectures in the Royal Infirmary of Edinburgh. This type 
of lecture upon the cases of patients in the hospital had 
been commenced by Professor John Rutherford in 1748 on 


’ the model of lectures which he had attended in the hospital 


at Leyden. Clinical lectures formed a new idea in medical 
teaching, which had not up to this time been introduced 
in other British schools, and their development formed 
one of the fundamental characters of the early Edinburgh 
Medical School, upon which 
its reputation was built up. 
In 1766 Cullen became pro- 
fessor of the institutes of 
medicine (physiology), and 


was effected with Dr. John 
Gregory, by which Gregory 
and Cullen gave alternate 
courses in the practice of 
medicine. Cullen became 
sole professor of medicine 
on Gregory’s death in 1773, 
and it is an _ interesting 
fact, compared with the 
tendency in present-day 
appointments, that Cullen, 
the greatest figure in Edin- 
burgh medicine, was 63 
years of age at the time 
when he entered upon the 
duties of this chair. Cullen 
had developed a_ large, 
lucrative,- and aristocratic 
consulting practice in Scot- 
land, but his chief influence 
on the public mind was 
exerted by the great attrac- 
tion that he exercised in 
bringing students from a 
distance through the clear- 
ness of perception, sound 
reasoning, and judgement 
displayed in his lectures. 
His chief published works 
are A Treatise on Materia 
Medica, First Lines on the 
Practice of Physic, and his Nosology, a small pamphlet 
which aimed at a rigid classification of diseases by their 
symptoms on the same arbitrary principle which Linnaeus 
had adopted for classifying plants by classes, orders, genera, 
and species. Cullen’s pre-eminent position in the Edin- 
burgh school of his day is indicated by a sentence in a 
letter to him from John Hunter in October, 1785, regard- 
ing Cullen’s project of retirement, in which Hunter says, 
“I tremble for Edinburgh when you determine giving her 
your assistance.” 

During Cullen’s student days in Edinburgh he had joined 
himself to a private debating club of students founded in 
1734, from which the Royal Medical Society of Edinburgh 
subsequently developed. The society held its meetings in 
a tavern, but at a later date (1774) Cullen exerted himself 
to obtain a hall of meeting for this society, and in 1778 was 
instrumental in obtaining its incorporation by Royal 
Charter. The society existed as a meeting-place of students 
for exchange of views and criticism of the teaching they 
received, and it has undoubtedly played a very large part 
in the development of the Edinburgh Medical School, in 
which it still continues to enjoy a flourishing existence. 
The keenness with which medical theories were debated is 
indicated by one of the old laws, which enjoins that if 
any personalities shall have taken place the president in 


ALEXANDER Mowro (secundus). 
(After the engraving by James Heath from Raeburn’s portrait.) 


the chair shall obtain an assurance from the members cons 
cerned that no hostile meeting will afterwards take plac 

in consequence. One of the presidents in the year 1768 
was John Brown, who later became an _ extra-mura 

lecturer, and between whom and Cullen, about the year 
1778, arose a great deal of trouble in regard to the nature 
of disease. Brown introduced a system, which was essen 
tially the old Methodist idea revived, that disease is dua 
to too great laxity or too great stringency of the particles 
of the body. This Brunonian theory, which was easy to 
understand and required very little knowledge of medicine, 
appealed strongly to the members of the Royal Medical 
Society, and subsequently spread all over Europe. 

One of the most important contributions to science in the 
early days of the Edinburgh medical school was the discovery 
of “fixed air’? by Joseph Black, who became professor 
of chemistry and medicine in 1776. Black was also one 
of the earliest adherents in Britain to the antiphlogistic 

theory of combustion sub- 
sequently advanced by 
Lavoisier. He was followed 
in 1799 by Professor Thomas 
Charles Hope, who found 
out numerous important 
facts physical and 


ticularly celebrated for his 
discovery that water attains 
its maximum density several 


point and expands as it 
solidifies. Another advance 
in chemistry was made 
by Daniel Rutherford, an 
uncle of Sir Walter Scott, 
appointed professor of 
medicine and botany in 
1786. In 1772 Rutherfor-t 
presented an M.D. thesis 
entitled ‘‘De aere fixo 
dicto, aut mephitico,’? in 
which he dealt with Black’s 
‘fixed air,’? and pointed 
out that after the * fixed 
air’? was removed by 
caustic lye there still re- 
mained a gas which ex- 
tinguished flame and life no 
less than before. This was 
the discovery of nitrogen. 
Among the pupils of 
Cullen were many students 
from the American colonies. 
One of these was John 
Morgan, who graduated at 
Edinburgh in 1762, and in 1775 was appointed Director- 
General and Physician in Chief to the American Army 
under General Washington. He was succeeded in_ this 
position in 1777 by William Shippen, another Edin- 
burgh graduate, who held the Director-Generalship for 
twenty years, and later was largely instrumental in 
organizing the medical department of the University of 
Pennsylvania. Still another Edinburgh graduate was 
Benjamin Rush, who subsequently became professor of 
institutes of medicine in the University at Pennsylvania 
and one of the signatories of the Declaration of Inde- 
pendence. All these men were of highly contentious dis- 
position, and this may possibly have provoked the remark 
made by Benjamin Franklin in his autobiography that a 
disputatious turn ‘is apt to become a very bad habit, 
making people often extremely disagreeable in company 
by the contradiction that is necessary to bring it into 
practice. ... Persons of good sense, I _have since 
observed, seldom fall into it, except lawyers, university men, 
and men of all sorts that have been bred at Edinborough.”’ 
The professoriate in the latter half of the eighteenth 
century, which included several men of marked indi- 


viduality,. appears to have been distinguished by singular : 
pugnacity. The outstanding public figure of the school | 


after the death of Cullen was probably Dr. James Gregory, 


chemical science, being par-. 
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professor of medicine from 1790 to 1821. His name is still 
a household word owing to the powder containing rhubarb, 
magnesia, and ginger, which he introduced. He had the 
somewhat eccentric habit of wearing his hat throughout his 
lectures, and his three great therapeutic measures appear 
to have been antimony, blistering, and blood-letting. Owing 
to the fact that students were now flocking to Edinburgh 
from all parts of the British Isles and the colonies, 
Gregory’s doctrines became universally employed, and he, 
more than any other man, was responsible for the great 
proportions to which blood-letting attained in the early 
years of the nineteenth century.. Lord Cockburn, who 
admirably summed up the characters of many of the 
worthies in the Edinburgh of his day, says of Gregory: 
*‘He was a curious and excellent man, a great physician, a 
great lecturer, a great Latin scholar and a great talker; vigorous 
and generous; large of stature 
and with a strongly powerful 
countenance. The popularity 
due to these qualities. was in- 
creased by his professional 
controversies, and the divert- 
ing publications by which he 
used to maintain and enliven 
them. The controversies were 
rather too numerous; but 
they never were for any 
selfish end, and he was never 
entirely wrong. Still, a dis- 
position towards personal 
attack was his besetting sin.’ 


His disposition towards 
personal attack led him on 
one occasion to terminate 
a controversy with Pro- 
fessor James Hamilton re- 
garding the authorship of 
x pamphlet by beating the 
latter with his walking- 
stick. For this Professor 
Hamilton brought a law- 
suit and received £100 by 
way of damages. Gregory 
is said to have remarked 
in paying the damages 
that he would willingly 
pay double for another. 
opportunity. Hamilton, 
liowever, although eminent 
in his professional branch 
of midwifery, was a 
notorious litigant, and 
had lawsuits also with 
Professors Andrew Duncan 
and Thomas Charles Hope. 
Hope had used regarding 
Hamilton the words of Dr. 
Samuel Johnson on a like 
oceasion, ‘* The fellow lies 
and he knows that he 
lies.”’ This, being reported 
to ILamilton, caused a lawsuit, with a verdict in favour cf 
Hainilton of 3d. damages. The Edinburgh public was 
greatly delighted with the legal proceedings, and Hope 
received a shower of letters from his friends enclosing 


farthings, one of which he sent to Hamilton, demanding | 


a receipt. 
Andrew Duncan was professor of institutes of medicine 


from 1789 to 1819, and was celebrated for his pleasantness 


of manner and kindliness of disposition, which had gained 
for him the sobriquet of ‘the smiling boy.”” Duncan 
had a hobby for founding convivial societies, some cf 
which, notably the Harveian and _Aesculapian Societies, 
are still extant. Of more importance, however, in this 
direction were his activities in obtaining Royal Charters 
for no fewer than four societies, and founding the Medico- 
Chirurgical Society of Edinburgh in 1821. He is still 
remembered as the man whe was so much impressed by the 
sordid death of Robert Ferguson, the poct, in the evil 
surroundings of the city Bedlam that he exerted himself 
to bring about the founding of the Royal Asylum for the 
Insane at Morningside in 1813, one of the earliest asylums 
instituted for the humane treatment of the mentally 


Anprew Duncan. 


(From the portrait by Sir Henry Raeburn in the Royal College of 
Piiysicians, Edinburgh.) 


diseased in Great Britain. Professor Andrew Duncan was 
succeeded in 1819 by his son, Andrew Duncan jun., who 
ten years before that time had been made professor in the 
newly established chair of medical jurisprudence or forensic 
medicine, this chair having been the first of its kind 
to be instituted in Great Britain. The younger Duncan 
was transferred for a second time in 1821 to the chair of 
materia medica, which he held till. 1832, when he was 
succeeded by Sir Robert Christison. ' 

In 1821 Dr. William Pulteney Alison was made professor 
of the institutes of medicine, and in 1842 he was transferred 
to the chair of medicine. Alison busied himself especially 
with practical activities and treatises. The latter were 
mainly concerned with the amelioration of the Scottish 
poor, and from the beginning of his medical experience 
he had been deeply impressed with the manner in 

which poverty and un- 

favourable social condi- 
tions assisted in the spread 
of disease. His treatise 

Observations the 

Management of the Poor 

in Scotland and its Effects 

on the Health of great 

Towns, issued in 1840, 

was largely responsible for 

the Commission of Inquiry 
and the Poor Law Act of 

1845, which embodied most 

of what he had striven for. 

His work was an impor- 

tant precursor of much of 

the social legislation at 
the present day. He was 
appointed President of 
the British Medical Asso- 
tion at its annual meeting 

in Edinburgh in 1858. A 

peculiarity displayed by 

him was a singular habit 

of scarcely ever seeing a 

patient without writing a 

long prescription for a new 

bottle of medicine. It is 
recorded that as he visited 

his wards several times a 

day the bottles tended to 

accumulate, till neither 

the patient nor the nurses, 

nor the professor himself, 

knew precisely what was 

being taken and what was 
- not. 

The chair of anatomy 
remained in the family of | 
Monro for the long period 
of 126 years. Alexander 
Monro (primus) had been 

appointed to the chair of anatomy in 1720, and was 
succeeded by his son of the same name in 1758. 
Alexander Monro (secundus) became celebrated both xs 
a teacher and for the investigations which he carried 
out. It is interesting that none of the great works 
on which his reputation rests was published till after he 
was 50 years of age. These included Observations on the 
Structure and Functions of the Nervous System, The 
Structure and Physiology of Fishes, a description of the 
Bursae Mucesae of the Human Body, and a treatise on 
The Brain, Eye, and Ear, The experiment of appointing 
a son to succeed his father, which had proved so successful 
in the case of the first. two Monros, was again tried by 
Monro (secundus) when in 1798 he petitioned the Town 
Council to appoint his eldest son as his successor. Alexander 
Monro (tertius) held the chair till 1846, but without the 
success which had attended the efforts of his father. 
A recent writer says of him: 


“He used to read his grandfather’s lectures, written about a 
century before; and even fhe shower of eas with which expectant 
students greeted his annual reference ‘ When I was a stu ent in 
Leyden in 1719’ failed to induce him to alter the dates,” 
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Charles Darwin, the naturalist, who studied medicine at 


Edinburgh from 1825 to 1827, in his autobiography gives 


him the following testimonial: ‘‘ Dr. —— made his lectures 
on human anatomy as dull as he was himself and the subject 
disgusted me.’’ During the tenure of the chair by the third 
Monro, several brilliant anatomists conducted classes out- 


side the University. It is a curious fact that though the - 


first two Monros lectured on surgery, neither was an 
operating surgeon and the second was a_ consulting 
physician with a large practice. 

In 1786 John Bell, becoming a Fellow of the College of 
Surgeons, saw a great chance, and he, assisted by his 
brother Charles, taught anatomy for thirteen years. It is 
no exaggeration to say that they founded the subject :f 
surgical anatomy.. So successful were Bell’s anatomical 
classes that a combination led by Professor Gregory was 
formed against -him.” The attack opened with a pamphlet 
warning students against attending Mr. Bell’s lectures, 
and the dispute was conducted on both sides with great 
personal abuse. Gregory’s party, however, finally secured 
John Bell’s exclusion from the i , and Bell there- 
fore ceased to lecture in 1799, confining himself to surgical 
practice, in which for about twenty years he was the 
leading operator and consultant throughout Scotland. 
Charles Bell removed to London in 1804 and took over the 
old Hunterian Anatomical School in Windmill Street, 
where he spent thirty-two busy and eventful years. The 
Edinburgh school made some amends to him by offering 
him the chair of surgery in 1836 when the Gregory faction 
had passed away, and Sir Charles Bell occupied this chair 
for the last six years of his life. 

Another extra-mural lecturer on anatomy was John 


Barclay, a “ stickit minister ” of the Church of Scotland, 


who was an assistant to John Bell and began to teach -n 
his own account in 1797. Barclay’s dissecting-rooms were 
at No. 10, Surgeons’ Square, and here he was assisted and 
finally succeeded by Dr. Robert Knox, who obtained an 
unfortunate notoriety in connexion with the Burke and 
Hare murders in 1828. Burke and Hare were two debased 
Irishmen resident in Edinburgh, who conceived a scheme 
of supplying bodies for the dissecting-rooms at less trouble 
and danger to themselves than could be effected by the 
methods of body-snatching commonly followed by the 
** Resurrectionists ’’ of the time. Their method was to 
entice friendless people into their house in the Westport, 
stupefy them with drink, and thereafter stifle them and 
sell the bodies to the porters of the various anatomy rooms. 
At least sixteen people were thus done to death before 
Burke and Hare were apprehended, and the last of these 
bodies being found in Knox’s rooms, the public animus was 
therefore naturally directed first at him. This incident led 
ultimately to the Anatomy Act of 1830, with better 
arrangements for the supply of material for the teaching 


of practical anatomy. 


The subject of surgical anatomy introduced by the Betts 
was revived by Robert Liston, with James Syme as his 
assistant, towards the close of the second decade in the 
nineteenth century. Liston and Syme between them 
carried on an anatomical class with ever-increasing success. 
Other distinguished extra-mural teachers of anatomy at 
this time were John Lizars and William Fergusson and, at 
a slightly later date, William Sharpey, who, during his 
Edinburgh period discovered the cilia possessed by some 
mucous membranes, and Allen Thomson, who with Dr. 
Martin Barry made many of the fundamental discoveries 
in embryology. Monro (tertius) was succeeded in 1846 by 
John Goodsir, one of the earliest. advocates of the impor- 
tance of the cell as a centre of nutrition. To him Virchow 
recognized his indebtedness by dedicating his Cellular 
Pathologie to Goodsir as “‘ one of the most acute observers 
of cell life.” 

Sir Charles Bell was succeeded in 1842 in the chair of 
surgery by Professor James Miller, a great orator, the 
author of a successful work on The Principles and Practice 
of Surgery, and subsequently one of the collaborators with 
Sir J. Y. Simpson in the introduction of chloroform. 
A chair of clinical surgery had been founded in 1803 hy 
King George HI, and endowed with a stipend of £50 per 


annum. The first incumbent was James Russell, who. 


had been selected by the managers of the Royal Infirmary 


in 1800 to be one of six surgeons who should act upon 
the staff in place of a former agreement dating from 
1738, that all members of the Incorporation of Surgeons 
should act in rotation as operators in this institution. 
After acting as professor for thirty years, Russell relin- 
quished the chair of clinical surgery in 1833, and James 
Syme was elected as his successor. There had been a great 
contest between Liston and Syme for the chair. Both were 
expert anatomists and skilful surgeons, but each was by 
nature contentious. Early in their career they had been 
demonstrators in Barclay’s dissecting-rooms, and they had 
conducted a course of anatomy and surgery together, 


while each assisted the other in his private operations. 


Gradually, however, a quarrel arose and acrimonious 
wrangling in public took the place of their former friend- 
ship. On account of Liston’s high-handed attitude towards 
the other surgeons he had been excluded by the managers 
of the, Royal Infirmary in 1822 from again entering that 
institution, and he was not reappointed until 1827. In 
1829, when Syme applied for the surgeonship of -he 
infirmary, the managers declined to appoint him, fearing 
that the feud between him and Liston might lead io 
disturbing scenes in the presence of the students. In 
1833 Syme defeated Liston, after a bitter contest, for the 
chair of clinical surgery in the University, and in 1835 


Liston accepted the offer of the chair of clinical surgery - 


at University College, London. Some of the most brilliant 


operative work of these two surgeons was performed during 


the period of their exclusion from the Royal Infirmary. 
The two greatest figures in medicine at Edinburgh in the 
forties of last century were probably Sir Robert Christison 
and Sir J. Y. Simpson. Professor Hughes Bennett made 
the discovery of leucocythaemia in 1845, but his chief 
activities fall imto the latter half of the century. 
Christison had been professor of medical jurisprudence 
from 1822 to 1832, when he was transferred to the chair 
of materia medica, and he had been one of the pioneers in 
toxicology and pharmacology—sciences which had come into 
existence in France during the early part of the century. 
His Dispensatory, published in 1842, prepared the way for 
the first Pharmacopoeia of Great Britain and Ireland, 
issued by the General Medical Council under his super- 
intendence in 1864. He acted as President of the British 
Medical Association at the Edinburgh Meeting in 1875. 
Several important alkaloids were first isolated by him and 


‘the therapeutic uses of others were discovered. A simple 


method of extracting morphine from opium had been 
discovered by another Edinburgh man, Dr. William 
Gregory, in 1831, and this paved the way for the discovery 
of many other alkaloids. Sir James Young Simpson, who 
became professor of midwifery at Edinburgh in 1840, made 
many additions to his own branch of medicine as well as 
valuable contributions to the literature and history of 
medicine. His name is especially associated with the intro- 


_ duction of chloroform, and, indeed, with fighting the battle 


against prejudice for the use of anaesthetics generally in 
Britain. Sir Humphry Davy, about half a century earlier, 
had suggested nitrous oxide gas as an anaesthetic, but its 
use appears to have been practised for the first time in 
1844 by Dr. Wells at Hartford, Connecticut. Dr. Morton 
of Boston, U.S.A., had introduced a new era in anaes- 
thetics in 1846 by extracting a tooth without pain whilst 
the patient was breathing sulphuric ether, and very shortly 
after had tried ether in a number of surgical operations, 
In January, 1847, Simpson applied sulphuric ether for the 


first time as an anaesthetic in midwifery, and in November, . 


1847, at Edinburgh, discovered the anaesthetic effects of 
chloroform, which soon superseded ether and extended 
rapidly and greatly the practice of anaesthesia in surgery 
and midwifery. 

These were some of the chief figures and activities which 
enhanced the fame of the Edinburgh Medical School in pre- 
Listerian times. During Syme’s tenure of the chair of 
clinical surgery he was visited by Joseph Lister, who 
beeame so much attracted by Syme’s personality that he 
stayed on with Syme, first as house-surgeon and later as 
an extra-mural lecturer on surgery and assistant surgeon 
to the Royal Infirmary, and in 1856 married Syme’s eldest 
daughter, Agnes. Syme was succeeded in the chair~by his 


greater son-in-law in 1869. \ 
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MEDICAL CHARITY. 

No man knows with certainty what awaits him in the 
coming year, but to one section of the medical pro- 
fession the future is definitely clouded and dismal. 
Many of our brethren, overtaken by sickness or 
incapacity, can only look forward to the con- 
tinuation of an existence deprived of those little 
amenities of life which to the cultured man are so 
important as to rank almost as necessities. Some, 
even worse off, have nothing to expect but a life of 
penury and privation, not only for themselves, but, 
what is even harder to bear, for those whom it has 
been their life’s aim to protect from care. 

The amount of distress among members of our pro- 
fession is but faintly realized, and always comes as a 
shock to those who look into the matter closely for the 
first time. A glance at the list of cases (published 
from time to time in the JournaL) which are helped 
by the Royal Medical Benevolent Fund reveals the 
dire straits'in which many doctors and their depen- 
dants are placed. It is distressing to think of the 
wives and daughters of medical men compelled to eke 
out their meagre incomes by doing the work of char- 
women or seamstresses. And while many such cases 
have been discovered, it is known that there are many 
others where brave women shoulder their burden 
alone, too proud and too independent to ask for help. 

Owing to lack of money, the Royal Medical 
Benevolent Fund is only able to grant absurdly 
inadequate sums (often a mere £12 per annum) in 
relief of such cases as we have mentioned, and some 
of the recipients have been forced to augment this 
slender assistance by application for the old age 
pension. The only way to remedy this state of affairs 
is by regular and systematic support, and this is best 
done by contributions to the Charities Trust Fund, 
established by the British Medical Association, which 
allocates the sums at its disposal to the existing pro- 
fessional funds, including the Royal Medical Bene- 
volent Fund, the Epsom Foundation, and the Charles 
Hastings Fund. It is now a year and a half since 
the Representative Body set up a Charities Com- 
mittee, with the object of stimulating the profession 
at large to give better support to the existing medical 
charities; but although a considerable number of 


doctors are liberal subscribers to these funds, there 


are many others who do not yet realize how pressing 
is the need. To the latter we would commend the 
exercise of the virtue of ‘‘ charity ’’—not in the narrow 
sense of perfunctory almsgiving, but rather as an 
expression of goodwill towards their brethren in need, 
and of thankfulness that their own lines have fallen 
in more pleasant places. Many who have won an 
established position must have had moments in 
past days when the spectre of ill health or early 
incapacity caused grave forebodings, when the plans 
they had made for the careers of their children and 
the future welfare of those near and dear to them 
seemed doomed to go astray. . An opportunity now 
comes to them to help those whom Fate has treated 
less kindly. The claims of the professional charities 
should appeal no less to the younger generation of 
doctors, for it will assuredly give them a sense of 


security to know that there are substantial resources 
to which they can turn if misfortune comes their way. 
Furthermore, we would point out that, a Charities 
Trust Fund having been set up by the Representative 
Body, it behoves every member of the British Medical 
Association to do his utmost to see that the Fund 
achieves its purpose. To bring this about much hard 
work must be done by the charities committees of the 
lecal Divisions, and a circular will shortly be sent out 
by the Head Office with suggestions for the best 
methods to be pursued. 

It is surely an anomaly that the profession which is 
by general consent the most philanthropic of all should 
make such miserable provision for its needy members. 
We are well aware of the many calls made on the 
profession, but we venture to suggest that the first call 
to be considered is the cry of distress from our unfor- 
tunate colleagues and their families who, through no 
fault of their own, have fallen by the way. We 
believe that in years to come the Association will be 
able to look back with just pride on the inception of 
the Charities Trust Fund as one of the most important 
of the landmarks in its history. 


“In Faith and Hope the world will disagree, 
But all mankind’s concern is Charity.’ 


LEGISLATION IN 1926. 


Tue disturbance of parliamentary business by the 
general strike and the mining dispute has, in the long 
run, helped rather than hindered ordinary legislation, 
and the session of 1926 is noteworthy, not solely 
because the supremacy of Parliament was vindicated 
against the challenge of the general strike, but also 
because of the passage of sixty public Acts, including 
seven or eight of direct medical importance. The 
industry of the Ministry of Health in seeking to over- 
take arrears of such legislation has, indeed, aroused 
criticism from some supporters of the Government, 
and when, at the close of the session, the Mental 
Deficiency Bill was challenged by two prominent 
members of the Opposition, the Prime Minister did 
not ask his followers to force it through. 

Happily, it can be said that the Acts of medical 
interest which did pass were thoroughly discussed, but — 
did not arouse party controversy. There are still 
evidences from time to time that back-bench members 
of both sides of the House are apt to develop a 
layman’s jealousy of the medical profession. This 
was visible at the opening of the session in the 
demands for alteration in the constitution of the 
General Medical Council, and at its close in the protest 
by Labour members against the increase of doctors’ 
fees under the Coroners Act. The first misunder- 
standing was removed by the action of the Govern- 
ment in adding a lay member of Parliament to the 
General Medical Council. Since that appointment 
there have been scarcely any instances where questions . 
were put to score off the medical profession or to cast 
doubts on its motives. Sceptical questions about 
vaccination have been infrequent, and several debates 
—for example, those on the Smoke Abatement Bill— 
have revealed appreciation of the importance of public * 
health. In part for party reasons, this apprecia- 
tion was prominently displayed in the discussion on 
that section of the Economy Act which reduced the 
State contribution to National Health Insurance. It 
is noteworthy that, despite the prolongation of the 
mining stoppage through seven months, no convincing 
evidence was brought before the House of Commons 
t9 show there was widespread malnutrition in the 
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coal-fields, or any increase in the death rate there, 
which could be attributed to destitution. The same is 
true of the country generally, although the number of 
persons registered as unemployed rose from 981,877 
on April 26th to 1,612,700 on May 17th, apart from 
those directly involved in the coal dispute. The 
number has remained high since, but tended to fall 
during the autumn. 

In the later part of the year the occurrence of 
infantile paralysis and the continued outbreaks of 
encephalitis lethargica have been brought before the 
House by many questions, which have elicited informa- 
tion as to the incidence of these diseases in various 
areas. Recognition of the dire sequels of encephalitis 
lethargica was the cause which predisposed the House 
of Commons to give an easy passage to the Mental 
Deficiency Bill in its early stages.. The last moment 
opposition to it resulted from a concurrence of doubt 
about: the definition of mental deficiency with the old 
jealousy for the liberty of the subject, and a feeling on 
the Conservative side that too much legislation was 
going through. This last feeling may affect Mr. 
Chamberlain’s plans, as Minister of Health, for next 
year, and is likely to cause a further postponement 
of the Factories Bill, which was promised for the 
session now closed but never debated. Mr.. Chamber- 
lain appears, however, to have Cabinet sanction for 
proceeding with the Poor Law Reform Bill, the draft 
of which has already been circulated to local autho- 
rities. He is also expected to bring in a bill carrying 
out the recommendations of the National Health 
Insurance Commission. The recommendations of the 
Lunacy Commission, presented in the summer, await 
the Government’s consideration, and action will 
have to be taken eventually on the report of the 
Select Committee on Nursing Homes. This com- 
mittee examined many witnesses during the early 
months of the session, and its report forced public 
attention to undesirable features of the present system. 
One special aspect of the matter—that of the regula- 
tion of maternity homes—Parliament: dealt with by 
general consent in the Midwives and Maternity 
Homes Act. 

During the session Mr. Chamberlain secured the 
passage of an Act somewhat increasing the powers of 
local authorities to deal with the smoke nuisance, and 
of another enabling the Minister of Health to super- 
sede spendthrift boards of guardians by commissioners. 
He also obtained sanction for reductions in the housing 
subsidies from next autumn. The Births and Deaths 
Registration Bill originated with a private member, 
as had previous versions in past sessions. That it 
became law this year.was partly due to the active 
support of the Ministry of Health. Credit for the 
carrying of this Act, of the Coroners Act, and of the 
Smoke Abatement-Act is also due to the Parliamentary 
Medical Committee. This group is now undoubtedly 
a power in the House of.Commons, helping to shape 
both legislation and opinion, and has been helpful to 
the British Medical Association in various directions. 
The chairman of the committee, Dr. Fremantle, has 
also been chairman of the Conservative party’s Com- 
mittee on Health and Housing. - Tuberculosis in the 
fighting forces and the training of midwives are matters 
which individual members have kept before the House 
of Commons. . The committee as a body circulated a 
memorandum to members generally on. social hygiene. 
Among the decisions of the House of Commons on 
general policy which are important to medical practi- 
tioners is one in the Finance Act whereby, from 
1927-28, the system of taxing income on a three years’ 
average is to be abolished. Regulations greatly to 


diminish the use of preservatives in food come into 
operation to-day and at various later dates. Clean 
milk regulations came into operation on October 1st. 

Medical matters have not been prominent in the 
discussions ot the House of Lords, but the Earl of 
Balfour, as Lord President of the Council, has been 
concerned with the promotion of research, and is now 
not only chairman of the Medical Research Council, 
but also head of a new Cabinet committee to co- 
ordinate and extend civil research of all kinds. ‘ 

To sum up the session of 1926 from the medical 
aspect, it has been one of useful results in matters of 
detail, but it has given no evidence that Parliament 
yet realizes that money is never more profitably 
expended than in improving public health, nor much 
evidence that Ministers and other members of Parlia- 
ment are really ready to accept medical opinion as 
their guide on health subjects. 


DEAD BIRTHS AND NEO-NATAL DEATHS. 


TuE report of the Medical Research Council on dead 
births and neo-natal deaths, of which we publish a 
review at page 32, marks the conclusion of a number 
of detailed investigations carried out since 1919 under 
the auspices of the Council at various centres through- 
out Great Britain, in order to determine the incidence 
of the causes of foetal and neo-natal death. The out- 
standing features of the report have been referred to 
in our review, and we only wish here to emphasize 
what had already been made abundantly clear by the 
published papers of the workers concerned—namely, 
that a large proportion of foetal and neo-natal deaths 
are preventable by adequate ante-natal supervision 
and by skilled obstetric treatment when active inter- 
vention is necessary in the interest of mother and 
child. Fully one-half of the total deaths were due to 
the various complications of labour and the toxaemia 
of pregnancy (including under the latter term only 
albuminuria and eclampsia), and should therefore be 
almost entirely preventable. Further, it should be 
remarked that the infants lost through complications 
of labour. are often just the healthiest and best 
developed, and therefore those which the State can 


least afford to lose; and they are lost because they are — 


large, and therefore cause more or less difficulty im 
labour. In this respect the report is a confirmation 
of the wisdom of the teaching of that. pioneer in ante- 
natal care the late Dr. J. W. Ballantyne of Edin- 
burgh, who for twenty-five years before his death in 
1923, and frequently in the columns of this JournaL, 
insisted on the necessity for ante-natal supervision of 
all expectant mothers. Instruction in the methods of 
ante-natal diagnosis and treatment is now looked upon 
as an essential part of the training of the medical 
student and midwife, largely as a result of his work, 
and there can be no doubt that within a few years, 
when the effects of this new teaching become apparent 
in medical practice, a great diminution in foetal and 
maternal mortality wili result. 

But ante-natal care is not an end in itself, and the 
report does well to emphasize the additional need for 
skilled obstetric care and for increased hospital accom- 
modation. ‘‘ The larger maternity hospitals with their 
staffs of skilled obstetricians could surely spread their 
aid and influence over a larger area than they do at 
present if only the importance of the work were fully 
appreciated.’’ Some of those concerned in teaching 
foresee the need for careful organization. The present 


‘tendency to provide a large number of small hospitals 
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throughout the country, each of which serves its parti- 
cular district, is highly to be commended, and it can 
hardly be doubted that the services of skilled obste- 
tricians from the large centres will be obtained for 
treatment of the more difficult cases. This is an 
advance, and may be expected to bring about a reduc- 
tion in foetal and maternal mortality, but it is thought 
that unless the whole organization is well worked out 
in consultation with the local hospitals there may be 
a risk of the maternity hospitals in the large teaching 
centres being starved of material for instruction of 
students or for research. If cases of eclampsia, for 
example, are, as it were, held up at the district 
hospitals, it may well be that a student will pass 
through his training in obstetrics, lasting three months 
or even longer, without ever seeing a case. The 
district hospitals- cannot be expected to have a 
registrar, and it will hardly be possible to keep such 
accurate records as in the large centres, where notes 
are kept and standardized under the supervision of 
such an officer. As to research, it is unlikely that 
laboratory facilities will be available in the smaller 
hospitals. There is the question also of puerperal 
fever, both from the point of view of treatment and of 
education. In large hospitals not only can the best 
treatment be applied, but ample laboratory facilities 
are, or ought to be, available for their bacteriological 
investigation. 

The problem is no doubt one of serious importance 
which will have to be faced very soon by all who are 
responsible for the teaching of midwifery in the 
medical schools. Should present tendencies continue 
it is conceivable that their activities will in time be 
confined to teaching the theory of midwifery and the 
conduct of a normal labour, leaving the student to 
acquire a practical knowledge of the complications of 
labour and of the methods of dealing with them after 
he commences practice. 

The Medical Research Council is to be congratu- 
lated on its wisdom and foresight in organizing this 
investigation and carrying it to a successful conclusion. 
It is to be hoped that the workers who took part in it 
will, now that the main object has been achieved, 
continue their investigations into some of the many 
still unexplored fields of ante-natal pathology—a task 
for which the experience gained in the present research 
must have well qualified them. 


UNDULANT FEVER AND THE ABORTION BACILLUS. 
Tue obviously close relationship between bovine abortion 
and undulant fever is a subject which is receiving the 
increasing attention of bacteriologists and clinicians in 
many parts of the world. We have on several occasions 
drawn attention to the question, and repeatedly urged the 
necessity for increased research into the possibilities of 
Bacillus abortus in human medicine, for the organism, 
from its very ubiquity, has great potentialities as a factor 
of disease in all countries where milk is consumed. Recently 
several cases of apparent infection of human beings by 
the bovine bacillus have been recorded. Huddleson' has 
reported a case in a graduate who became ill when working 
with cultures of the bacillus, and in whom an irregular 
fever was noticed for over a year. Two students in the 
same laboratory, working with the same bacillus and 
drinking milk which proved to be infected, also contracted 
the disease. Organisms which were identical with 
I. abortus were isolated from their blood. Carpenter and 
Merriam? report two similar cases in which the bacillus 


1 Journ, Amer, Med. Assoc., 1926, vol. i, p. 943. 
2 Tbid., 1926, vol. ii, p. 1269, 


was isolated. The symptoms varied, however, in each. 
In.one there was remittent fever which fluctuated between 
nearly normal in the morning and 103° or 105° F. at night. 
The high temperature was followed by a chill and profuse 
sweating, after which it gradually fell to normal. The 
fever was accompanied by extreme emaciation and anaemia, 
and marked debility. In the other case the fever, identical 
in type with the first, never rose above 101.5° F., there 
was no anaemia, and the other symptoms were milder. 
The organism isolated was serologically like the bovine 
strain, and cattle inoculated with the culture aborted 
typically. As infection from pigs and goats could be ruled 
out, it was probable that the infection came either from the 
culture or from the milk. Recently Cayrel* has reviewed 
the question of the unity or the duality of these two 
diseases, and has drawn attention to the presence in 
‘Northern Italy of a prolonged fever in man which is 
definitely traced to infection through contact with aborted 
cows, and he claims that there is a very real danger of 
infection from cattle and from pigs, although he cannot 
say yet that this is identical with the undulant fever of 
goats. Theobald Smith has recently shown that the bacillus 
found in pigs more closely resembles the common human 
organism than does the strain commonly found in cattle. 
Ivar,* however, finds that if a strain is grown on glucose 
agar and on normal agar the cultures from these two 
sources differ both morphologically and serologically. The 
culture from the glucose agar becomes coccoid and more 
readily agglutinable; while that on the ordinary agar 
retains its original characteristics. This may help to 
explain some of the conflicting results obtained by different 
workers. Nevertheless, it is certain that some strains of 
Bacillus abortus ingested in milk can produce a fever in man, 
but further work is necessary before we know accurately 
and definitely the relationship existing between Bang’s 
bacillus and some as yet imperfectly described fevers in 
man. Meanwhile Wilson and Nutt® have found that about 
5.7 per cent. of single milks in the Midlands are infected 
with the Bacillus abortus; elsewhere an incidence as high 
as 13 per cent. has been reported. Although human infec- 
tion is possible with this organism, comparatively few cases 
have beer described. This may be due to the fact that 
they have not yet been recognized as such, but it has been 
suggested that there may be another reason. The abortion 
organism is rare in the udders of cows in full milk, and 
when it does occur comparatively few bacilli are found— 
under 500 per cubic centimetre. On the other hand, when 
the milk is drying up, millions per cubic centimetre may 
be present, as in the normal milk from infected goats; 
in this state the milk is dangerous, and the infection, even 
in mixed milk, is gross. Whether this explains the 
epidemiology or not, there is little doubt that the question 
is one which merits the serious attention of bacteriologists 
and clinicians in this country. 


TUT-ANKH-AMEN’S COSMETIC. 
Tne contents of a calcite jar found in the tomb of Tut- 
ankh-Amen by Mr. Howard Carter has been submitted to 
chemical examination by A. C. Chapman and H. J. 
Plenderleith of the British Museum Laboratory, the results 
of which are contained in a paper printed in the Journal 
of the Chemical Society. The jar contained a substance 
described as a cosmetic, but it is not stated whether it was 
for the skin or the hair. The results present many features 
of interest, not the least engaging of which is the unique 
view presented of the extent to which  spontancous 


3 Pavis Méd., 1926, p. 141. 
4 Riforma Medica, 1926, p. 433. 
5 Juurn. Path, and Bact., April, 1926, p. 141, 
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buried under a depth of ground and closely sealed, would 
provide a sterile environment, and it was noted that no 
bacteria were recognizable. The lid of the jar was 
cemented by a protective crystalline incrustation, an effect 
resulting from the action of moisture and saline matters 
contained in the dust of the local atmosphere. The contents 
of the jar weighed about 450 grams, or nearly a pound 
avoirdupois. It is described as rather sticky, and pre- 
senting the appearance of a heterogeneous mixture con-. 
sisting of yellow nodules together with a chocolate-coloured 
substance. It became softened by the heat of the hand, 
and possessed a faint but distinctive odour which has been 
variously described as that of coco-nut or the flowers of 
broom, but rather valerianaceous. While the odour was 
decidedly fatty, there was no suggestion of rancidity. No 
vegetable structure or fibre could be distinguished by micro- 
scopic examination. Petrie and Quibell are quoted as 
having examined a fat found in Egyptian jars dating from 
an earlier period, in which they noted the presence’ of 
vegetable fibre, and suggested that its presence indicated 
that they were dealing with a fat obtained from a vegetable 
source. Chapman and Plenderleith, however, point out 
that the conclusion. was hardly justified, for there is good 
authority to believe that the Egyptians had used a material 
composed of vegetable fibre as a wrapper for such articles. 
They ‘also discount the suggestion that the coco-nut odour 
indicates a vegetable origin, for such a smell is frequently 
noticed in recently excavated specimens, and may be due 
to the ageing of resins or balsams used within the tombs. 
The chemical examination of the fat revealed, as was to be 
expected, only slender threads from which the original 
ingredients of the preparation might be inferred. Such 
direct evidence as would be obtainable from the finding of 
cholesterol, the invariable companion of animal fats, or 
phytosterol, the invariable companion of vegetable fats, 
was wholly wanting; whichever of these substances was 
originally present had wholly disappeared. It could hardly 
have been expected that either of them would survive the 
time. Indeed, it seems strange that the fats themselves 
had not wholly lost their fatty nature. This, however, 
they had preserved, but not without considerable modifica- 
tion of chemical structure. So far as could be judged from 
the chemical evidence, the fats had undergone hydrolytic 
cleavage into glycerol and free fatty acids; the glycerol 
remained largely unchanged, but the free fatty acids had 
combined with each other to form acid anhydrides, and 
those which were oxidizable had suffered oxidation—that is 
to say, such acids as oleic acid had acquired two or more 
hydroxyl groups. The investigations record the presence 
of 4.8 per cent. of free and combined glycerol, which the 
authors state is largely, if not entirely, in the free condi- 
tion; but we do not see how to reconcile this proportion of 
free glycerol with the diminutive quantities of matters set 
down as soluble both in alcohol and water in the general 
proximate analysis. Nothing of the nature of wax was 
found. Since the waxes are generally more stable than 
fats, this observation seems definitely to decide their 
absence. The fatty acids actually recognized were stearic, 
palmitic, and myristic acids, and smaller amounts of acids 
more nearly related to lauric or capric acid. The chemical 
evidence generally would seem to exclude coco-nut and 
palm-kernel oils, and it does not seem probable that any 
vegetable fat would have been available having the small 
proportion of olein computed to have been originally 
present. From these data Chapman and Plenderleith 
conclude that it is highly probable that the cosmetic was 
composed of about 90 per cent. of an animal fat and about 
10 per cent. of a resin or balsam. We note, however, that 
there is nothing contradictory to the supposition that it 
was composed of a number of fats of various kinds, such as 
may have been chosen for their rarity and high cost. 


SOCIETY OF BRITISH NEUROLOGICAL SURGEONS. 
A New society has just been formcd—the Society of British 
Neurological Surgeons—with Sir Charles Ballance as its 
president. It has been felt that means by which workers 
in this most difficult branch of surgery could exchange 
experiences ought to be devised, and the present society: 
is the result. Its membership is limited, and the quota of 
original members is necessarily very small. Provision has’ 
been made, however, for associates, who will be young 
surgeons showing more than ordinary interest in this 
Inanch of work. The society hopes to do useful work 
through this channel in helping men of this type in their 
earlier years to a wider knowledge than would otherwiso 
be theirs. Visits to foreign clinics are to be a regular 
feature of the programme, and the smallness of the 
suciety’s numbers should be a great advantage in this 
respect. The society will meet twice a year. Britain has 
a great heritage in neurology, not only on the clinical and 
more philosophical sides, but on the executive as well. 
The founders of the new society hope that it will play: 
a worthy part, not only by reverence to the great dead and 
to tradition, but by a lively activity in the present. The 
inauguration took place at the Athenaeum Chib on Thurs- 
day, December 2nd, 1926, with Sir Charles Ballance in the 
chair. Sir David Ferrier, Sir Edward Sharpey-Schafer, 
Sir Arthur Keith, and Professor Elliot Smith were present. 
These are emeritus honorary members, the fifth—Sir 


Charles Sherrington — was unavoidably detained in 
Oxford. The members of the committee are Mr. Percy 


Sargent and Mr. Wilfred Trotter, the honorary treasurer - 
Mr. L. Bromley, and the honorary secretary Mr. Geoffrey 


Jefferson of Manchester. 


TRISTAN DA CUNHA AGAIN. 
We recently (August 28th, p. 399) published a report by 
Dr. Marshall, the surgeon of the Discovery, of a visit made 
by that ship to the island of Tristan da Cunha, which was 
transmitted to us for publication by the Medical Research 
Council with the concurrence of the Secretary of State for 


the Colonies. The investigation into the dental condition 


of the inhabitants of the island and the relation of this 
to the peculiar circumstances of their diet and manner of 
life was made at the suggestion of the Dental Committee 
of the Medical Research Council. The visit was paid at 
the end of January, 1926, and only lasted two days, but 
Dr. Marshall made the most of his opportunities. Just 


a year before this visit the Rev. Henry Martyn Rogers _ 


and his wife quitted the island at the end of a stay of 
three years, the record of which, written by his widow, is 
now before us, and may be profitably compared with the 
record of the hurried visit of a year later. In The Lonely 
Island! Mrs. Rose Annie Rogers gives us the results of her 
prolonged study of the islanders at very close quarters. 
Other clergymen had lived on the island before Mr. Rogers 
and his wife arranged to spend three years there under 
the Society for the Propagation of the Gospel—the Rev. 
W. F. Taylor from 1851 to 1857, the Rev. E. H. Dodgson 
(a brother of Lewis Carroll) from 1880 to 1884 and again 
from 1886 to 1889, and the Rev. J. G. Barrow end his wife 
from 1906 to 1909. There Mrs. Rogers spent her twenty- 
first birthday, and there her son was born with no better 


help than that of an old woman of the island aged 87, of — 


whom her paticnt writes: ‘‘ Her sight is now beginning to 
fail, and she is obliged to have an assistant, but she is 
wonderful in many ways.’’ Luckily Nature was kind, and 
the labour was presumably normal, but the risk bravely 
and deliberately run by this young wife was considerable. 


Mrs. Rogers draws a pleasing picture of the islanders; she 


describes them as affectionate, well behaved, honest, and 


‘1 The Lonely Island. By Rose Annie Rogers. London: G. Allen and - 
Unwin, Ltd. 1926. (Post 8vo, pp. 223; 24 plates, 1 map. 7s. 6d. net.) 
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industrious. Many of the circumstances of this isolated 
community recall those of St. Kilda, which have been more 
than once the subject of comment in our pages.? For 
example, the fulmar petrel, or mollymawk, which plays 
such an important part in the life of the inhabitants of 
St. Kilda, is also of great importance on Tristan da Cunha, 
and the inhabitants of the one island are as subject to 
** boat-cough ’’ as those on the other. The economics of 
the islanders were discussed sufficiently in our former 
article, and little need be added on this branch of the 
subject, save to note that there should not be much risk of 
actual starvation in a community which has at its command 
an inexhaustible supply of fish to be had for the catching, 
besides myriads of sea-birds and their eggs. The lack of 
vegetables and cereals is the most felt, but there is no 
record of the incidence of scurvy. To the student of 
sociology these descendants of European mariners and 
coloured women offer a most interesting study. There are 
some 135 people of all ages up to 90, living together without 
crime and without any written and hardly any unwritten 
law. They are by no means socialists, but by a kind of 
instinct the interests of the community seem to be pro- 
tected. They have no currency. Force of character has 
its effect here as elsewhere, but however dominant a 
personality may be it does not confer recognized authority. 


This anarchism, as it might be called, is shown on the 


rare occasions of the visit of a vessel, when her commander 


.may find a difficulty in making arrangements for the 


landing of stores owing to the islanders’ tendency all to 
speak at once. Mr. D. M. Gane, the honorary secretary of 
the Tristan da Cunha Fund, who has himself visited the 
island, contributed to the Solicitors’ Journal of October 
18th, 1924, an interesting article on custom in Tristan, 
which Mrs. Rogers has printed as an appendix to this book. 
She has given a simple but moving story of her experiences, 
and drawn a pleasing picture of these poor but, generally 
speaking, happy people. That the island has its attractions 
is shown, not only by the indisposition of its own people to 
leave it, but by the fact that Mrs. Rogers’s son, aged 
15 months, ‘‘ howled ’’ on leaving, and wanted to go back 
there from Durban. 


MEDICAL SOCIETY OF LONDON. 

Tne syllabus for the second half of its 154th session 
indicates that the Medical Society of London is as young 
in spirit as it is old in years. The subjects set down for 
debate are all of practical importance, and those invited 
to open them may be depended on to keep recent work in 
the foreground. At the first meeting on Monday, January 
16th, Sir Humphry Rolleston will give his presidential 
address on ‘‘ Changes in the clinical aspects of disease.”’ 
The next meeting, on January 24th, will be a pathological 
evening. On February 7th a discussion on poliomyelitis 
will be introduced by a neurologist, Dr. F. M. R. Walshe, 
and a bacteriologist, Dr. Mervyn H. Gordon, who will be 
followed by a general physician, Sir Thomas Horder. On 
February 28th a discussion on acute abdominal emergencies 
complicating pregnancy and the puerperium will be opened 
by Dr. J. S. Fairbairn from the point of view of the 
obstetrician, and the surgical aspect was to have been 
introduced by his colleague Mr. Joseph E. Adams, whose 
untimely death we have to record elsewhere this week. On 
March 14th Dr. Jacques Forestier will give a demonstra- 
tion on lipiodol injections, and on March 28th a discussion 
on a subject not yet announced will be opened by Sir 
Frederick Gowland Hopkins. Mr. Donald Armour’s three 
Lettsomian Lectures on “‘ The surgery of the spinal cord 
and membranes ”’ will be delivered at 9 p.m. on February 
2ist, March 9th, and March 21st; the ordinary meetings 
all begin at 8.30 o’clock. At the annual gencral meeting on 
June 13th Professor Harvey Cushing will deliver the annual 
oration, and a conversazione will follow. 
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THE CENTENARY OF LAENNEC. 

Tur ceremonies celebrating the centenary of Laennec 
supplied a full programme on December 13th, 14th, and 
15th, 1926. Those who have attended similar functions 
in Paris need not be reminded that “they order these 
things better in France.’’ The official recognition of 
such a purely professional event is shown by the personal 
share taken in it 
by the Government. 
The President of the 
Republic attended, 
in state, the inau- 
gural ceremony at 
the Sorbonne. On 
no fewer than three 
different occasions a 
Cabinet Minister not 
only presided but 
gave an_ address; 
and the city of 
Paris and its Pre- 
fect gave an official 
reception. The 
smoothness as well 
as the éclat of the 
various gatherings 
was remarkable, and 
reflects much credit 
on the organizing” 
committee. If one 
might single out individuals, it should be mentioned that 
Professor Achard, the secretary of the Académie de 
Médecine, was the chief inspirer of the celebration, that 
Professor Chauffard was the wise and courteous president, 
and that the efficient secretary-general was Professor 
Roussy. We have already published the programme of the 
three days’ meeting. There were a remarkable number of 
delegates from foreign countries, extending from Soviet 
Russia to Uruguay, and including representatives of the 
United States and Canada. At the official banquet there 
were spokesmen from no fewer than twenty-one separate 
nations to propose the toast of the memory of Laennec. It 
was well, therefore, that this country was fully represented. 
Sir John Broadbent represented the Royal College of 
Physicians of London, Sir Percival Hartley was the delegate 
of King Edward VII Sanatorium, Professor Edwin Bramwell 
came from Edinburgh, and Sir StClair Thomson was the 
official representative of H.M. Government and of the 
Royal Society of Medicine. 


Auscultation in 1816: Laennec at the Necker 
Hospital, Paris, 


SUBSCRIPTIONS FOR 1927. 
Mremsers of the British Medical Association are reminded 
that subscriptions fall due on January 1st, and that if each 
member who receives an application from the Head Office 
will send the amount to the Financial Secretary within the 
first week of the New Year the work of the office will be | 
much lightened. Members are also reminded of the claims 
of charity, to which reference is made elsewhere. The 
amounts at the disposal of those who administer medical 
benevolence are altogether insufficient to meet the appeals 
that are received,’ and the British Medical Association 
Charities Fund was formed in order to assist. Every 
member of the Association is asked to add to his next 
payment a sum for the credit of this Fund. 


WeE much regret to announce the death, on December 
23rd, 1926, of Dr. T. S. P. Strangeways, Huddersfield 
lecturer in special pathology in the University of 
Cambridge, and director of the Cambridge Research 
Hospital. We hope to publish an obituary notice next 
week, 
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FIFTY YEARS IN A MOORLAND PRACTICE, 


et Wetera. 


FIFTY YEARS IN A MOORLAND PRACTICE. 

To the annual meeting of the Yorkshire Branch of the 
British Medical Association Dr, Arthur C. J. Wilson of 
Penistorie related his reminiscences of fifty years of country 
practice. Penistone is a market town, with steel works 
and sawmills, and stone quarries and collieries in the 
neighbourhood. It is on the edge of the moors between 
Manchester and Sheffield, which rise to an elevation of 
1,200 to 1,300 feet. The town of Penistone is at an 
elevation of 760 feet, and Dr. Wilson said that his house is 
800 feet above sea-level. 

Dr. Wilson took his first diploma, that of M.R.C.S.Eng., 
in 1875, but before that he had done some work as a 


locumtenent, as was then allowed, and before going to 


Penistone had been accident house-surgeon to the Man- 
chester Royal Infirmary. He started in practice in 
Penistone on February 14th, 1876. The following contains 
the chief passages in Dr. Wilson’s address. 
Country practice was very different in those days from 

what it is now, when you can get quickly over the ground 
in a motor car. The work then had to be done with a 
horse and trap or-on horseback—I did all my night work 
on horseback. In summer it was pleasant enough in fine 
weather, but it was different in winter when we had the 
snow to contend with. There were no snow ploughs then. 
Penistone is a great place for snow. I had a thorough- 
bred mare, and as in winter many of the lanes were 
blocked with snowdrifts I used to get through the drifts by 
charging them at a gallop several times till I had made a 
way through. I have had a few accidents but never been 
seriously hurt. I have been thrown off my horse fourteen 
times and out of my trap ten times. The deepest snow 
I ever remember was in 1881. It was a beautiful morning 
at the end of November, but snow began about noon, and 
by 2 o’clock the roads were getting blocked. I had to 
go to Manchester, and my wife and I started back at 
10 o'clock ; we got to Penistone at 10 o’clock next morning, 
being all night in the train, and a wretched night it was. 
When I got home I started off on horseback to see patients. 
Except in Penistone, where paths had been cut, nobody 
had been on the roads. I rode three miles and then turned 
up a lane where I had three farms to call at. The lane 
was full of snow level with the top of the walls. With 
great difficulty I got to the first two farms, but when I 
tried to get to the next the snow was so deep that the 
horse could not get through it. I got off and tried to lead 
him, but he put his head in the snow quite exhausted. I 
managed to walk through the snow to the farm, and the 
farmer helped me to get the horse back. There were some 
patients I could not get to see for over a week owing to 
the depth of the snow. There have been many deep snows 
since, but never one that could compare with this. 


Midwifery. 

A good deal of a doctor’s time in country practice used 
to be taken up with midwifery. There “were very few 
midwives, and often all the assistance to be had was from 
some woman who had seen a case or two; consequently the 


. patient could not be left till the child was born and for 


some time afterwards. I soon began to give the patients 
chloroform, and I gave it so often that it was a common 
saying, ‘‘Send for Dr. Wilson and his chloroform.” I 
always kept the patient well under chloroform till the 
placenta had come away and I had got the uterus well 
contracted. Contrary to what might have been expected, 

T rarely had any haemorrhage. At first I always gave a 
hot vaginal douche of potassium permanganate, but for 
many years I have always given an intrauterine douche 
of mercury biniodide after all instrumental cases. 

1905 I published a short article in the Britis Mepicat 
JourNAL on the treatment of puerperal eclampsia. To 
my first case I was ‘called at midnight. The patient had 
suddenly become insensible, and was strongly convulsed. 
I had a small bottle of chloroform with me, and I imme- 


diately put her under. The only person in the: house was - 


the husband, and I sent him for a midwife who lived 
a short distance away. When she came I went for my 
midwifery bag. ‘The os was slightly dilated and 1 intro- 
duced Barnes’s dilating bags, put on the forceps, and 
delivered a living child. The patient had no bad symptoms 
afterwards. She slept till midday, and wakened up feeling 
quite well. There was a good quantity of albumin in the 
urine, but it gradually disappeared. The second case I was 
called to at 2 in the morning. The father, who came for 
me, said that his daughter, who was unmarried, had 
suddenly gone into a fit. She had had dropsy, for which 
she had been attending a quack water doctor. When I got 
to the house I found the patient quite insensible; her legs 
were swollen, and she was pregnant—of which the parents 
had no knowledge. On making a vaginal examination, 
I found that labour had commenced and the os was dilating. 
1 put her under chloroform, and used the forceps and 
delivered her of a living child. When she came out of the 
chloroform she was quite sensible. She had no bad sym- 
ptoms afterwards, and the albumin disappeared from the 
urine. I attended four or five cases subsequently where 
I delayed giving chloroform, but I always found that the 
longer delivery was delayed the less good were the results. 
This treatment is entirely out of date and would be strongly 
condemned to-day, but at that time chloroform was looked 
upon as the best remedy for all cases of uraemic convulsions, 
and morphine was thought to be extremely dangerous. 

1 was called to a midwifery case one night, and found 
the os nearly fully dilated, with strong labour pains, but 
no progress was being made. I decided to apply forceps, 
and put the patient under chloroform, but the forceps woul 
not pass. I passed my fingers further through the os, and 
found the uterus tightly constricted round the child’s neck. 
It was a case of Bandl’s ring; I gave more chloroform till 
I got the ring dilated, and then delivered. There were no 
bad symptoms afterwards. 

Another case I was called to was a primipara, and 
although she had pains I could not make out any presenta- 
tion. My son also examined her, and could not make out 
any presentation ; he gave her chloroform, and I found the 
upper part of the vagina terminating in a cul-de-sac, but 
I managed to find a small opening, which I gradually 
dilated. The os was almost fully dilated, and 1 brought 
down a leg and turned the child. When the child was 
partly delivered the gas went out; the bed had been 
brought down into the kitchen, and it was a penny-in-the- 
slot meter. The woman helping us was a stranger in the 
house and did not know where the meter was. My son 
struck a match and found the meter, but could not find the 
slot, so we had to send for the husband. He came, and 
we got a light; all the time the child was partially born. 
The mother had septic mischief afterwards, but made a 
good recovery. She was going to live at Huddersfield, so 
I told her if she became pregnant again to go to the 
hospital and have Caesarean section. Over a year after- 
wards I was rung up one night from the Huddersfield 
Infirmary to ask what I had found when I attended this 
patient previously, as she had come into the infirmary in 
labour and no presentation could be found. Caesarean 
section was performed, but she died afterwards. 

Another case I had in difficult circumstances was a 
primipara with a contracted pelvis, who lived in a caravan. 
I told her mother before labour commenced that she should 
be sent to the workhouse hospital, but she refused to let 
her go. It was a difficult forceps case; the patient was in 
a kind of berth, and I had to stand on a stool to give her 
chloroform and use the forceps. A nurse was there, but 


the caravan was so small that only one of us could get- 


near the patient at the same time. I have also had four 
at a birth and three at a birth. All these cases except 
one I managed by myself, as it was often impossible to get 
any assistance except by waiting a long time. 

I am surprised there were not more septic cases among 
my patients, as it was impossible to take aseptic pre« 
cautions. When I first started in practice it was quite 
common for a woman to be confined with all her clothes on, 
and she was horrified if you asked her to get undressed ; 
she thought it indecent. I induced all the patients to 
whom I gave chloroform to undress, and gradually got all 
the others to do the same. 
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Operations. 

Besides midwifery I have done a good many operations. 
Patients whom I advised to have operations often said they 
would be operated on if it could be done at home. There 
were not the conveniences for conveying patients to the 
hospitals fifty years ago that there are to-day. I have 
amputated two thighs, two arms just below the shoulder, 
two or three legs, and several forearms. I have removed 
many breasts and tumours, and operated upon several 
empyemas with removal of a piece of rib. I have operated 
also for fistula and for strangulated hernia. The opera- 
tions were nearly all done on the bed, as at small cottages 
there was no room to improvise an operation table. 

The operations for strangulated hernia were al! successful 
after the first two, to which I was not called early enough. 
Afterwards I always operated at once if I cov'd not reduce 
the hernia under chloroform. One night I was called to 
a one-storied cottage with one room and a scullery. The 
patient was the man of the house, and the hernia had 
come down when he was at market. My assistant gave 
chloroform, and as _I could net reduce the bowei I 
operated. It was a large inguinal hernia, and when 
I opened the sac several coils of intestine protruded. 
I divided the stricture but could not reduce the intestine. 
I pulled a little more down, and found a piece that locked 
almost gangrenous. At first I was undecided what to do 
with it, as the rule was then not to return any suspicious 
gangrenous intestine into the abdomen, but to leave it in 
the sac. However, I decided to return it in+o the abdomea 
and [ ligatured the sac. The only light was from a cand'e 
held by an oid woman, se the operation was rather difficult. 
The man made a good recovery without a bad symptom, 
and the hernia never troubled him again. I once operated 
on an old lady who had two large femoral hernias; one of 
them had been strangulated for two days. I told her 
husband that I was doubtful about the result of operation ; 
but she made an excellent recovery, and complained only 
that I had not operated on the other side at the same 
time. 

Operations were often done under great difficulties. 
One, of amputation below the shoulder-joint, was done in 
a small one-roomed cottage with a window two feet square. 
I had to do it by candle-light. The wound healed well. 


Forty years ago I removed, from a woman aged 40, a 


tumour of the breast which I was certain from its appear- 
ance was a scirrhus, but there were no enlarged glands in 
the axilla. A month later she came with an enlarged gland 
in the axilla, which I removed. A fortnight ago I was in 
a house, and there was an old woman of 80 years who had 
walked two miles and was walking home again. This was 
the woman f had operated upon forty vears before. 


Inquests. 

I have had to make a good many vost-mortem examina- 
tions—two in murder cases on women who had been shot. 
Another was on the body of a man who had been drowned 
in the river and had not been found for some time and 
wis much decomposed. I made another post-mortem exam- 
ination on the body of a little child about a year old. It 
had died suddenly in the night, and the mother said it had 
not been ill. I found a perforated appendix with an 
abscess round it. In yet another instance I was called by 
the police to the body of a man who had been found dead 
by the side of the road; his bicycle was near him, and he 
had evidently been thrown off and fractured the base of his 
skull. Nothing was found by which he could he identified, 
but in a small case in which he had packed some clothes 
was a sheet of paper on which was a rough draft agenda 
for a meeting of a Branch of the British Medical Asso- 
ciation, but it did not say where it was to be held. One 
item on it was, ‘‘ Dr. Kitchen will move a resolution.’’ Now 
we did not know where the man had come from, but I 
remembered a fellow student named Kitchen, who after- 
wards started practice in Cheetham Hill, Manchester. 
I knew he was dead, but on looking in the Medical 
Directory I found there a Kitchen, evidently his son, 
practising in Cheetham Hill. The inspector of police 
communicated with the Manchester police, who ascertained 
from Dr. Kitchen that the dead man was evidently a 


young doctor from Whalley Range, the secretary of the 
Branch. He had been riding from Manchester to Barnsley 
to stay the week-end with some friends. 


Railway Accidents. 

In June, 1884, a serious accident happened to the London 
express from Manchester, which, owing to the crank axle 
of the engine breaking, ran off the lines and rolled down 
the embankment at Bullhouse Colliery, two miles from 
Penistone. I was district surgeon to the railway company, 
and went to the scene in a special train the station-master 
had got ready. Luckily I had given ambulance lectures 
during the previous winter, and several of the ambulance 
men went to the accident. Dr. Watson, another Penistone 
doctor, and my assistant also went there. Twenty-four 
passengers were killed. The mest serious cases, numbering 
thirty, were carried up the embankment by the ambulance 
men and put into railway carriages. I went with these 
serious cases to Manchester and get them conveyed on 
ambulance stretchers to the Manchester Infirmary. I was 
thanked afterwards by the directors of the railway com- 
pany for what I had done. Another accident occurred in 
April, 1885, at 1 a.m., to a special train running from 
Liverpool to the Oxford and Cambridge boat race. I was 
the only doctor there, as my assistant had just been called 

ut. One man was killed and about ten seriously injured ; 
they were conveyed to the hotel near the station. 

In the Bullhouse railway accident a lady who lived at 
South Kensington sustained a compound fracture of the 
leg; she was removed into a small house near the accident, 
and I attended to the fracture. Her husband asked me 
when his wife could be removed to London, and I told him 
I would put the leg in a plaster bandage in a fortnight, 
and then she could be removed. I had had a good deal of 
practice in setting fractures, both simple and compound, 
and putting on plaster bandages, both at the infirmary and 
after I began practising. Before I went to Penistone a 
plaster bandage had not been heard of. I put one on to 
the first case of fractured leg I treated, and when the people 
saw a man walking about on crutches with a fractured leg 
it quite surprised them, and I was always called to frac- 
tures afterwards for miles round Penistone. Two days 
later the lady’s husband asked if it would be safe to 
remove her so soon, as his brother in London had mentioned 
it to his physician, who said it was most dangerous and 
he did not believe in plaster bandages. The next day I 
went to see the lady; I took Billroth’s Surgery with me, 
and showed the husband what it said about moving cases 
with plaster bandages on. He made a note of the name of 
the book, and two days later when I called he had got 
another letter from his brother, in which his physician said 
he had not had much experience with plaster bandages, but 
they had better be guided by the doctor who was attending 
the case, as he evidently knew what he was doing. I put 
a plaster bandage on with a trap-door to dress the wound, 
and she was removed in a saloon carriage to London in a 
fortnight. I saw her when I was in London a week after- 
wards, and about » year later she sent me word that she 
could walk quite well and it was difficult to tell where the 
leg had been broken. 

Epidemics. 

Though during my fifty years IT have had some periods 
of very hard work, especially during epidemics of influenza, 
small-pox, typhoid fever, scarlet fever, and diphtheria 
before antitoxin, the worst time I had was in 1917 and 1918, 
when my son wished to go to the war and was sent to Egypt. 
As my “experience with locumtenents was not fortunate 
I decided to do the work myself. it was very hard, but I 
managed pretty well till the influenza epidemic of October 
and November, 1918, which was very bad for a month. 
In seventeen days I visited 833 houses (an average of 
49 a day), and I saw 1,219 patients in the houses (an 
average of 71 a day). One day I visited fifty-six houses 
and saw 126 patients. I had six instrumental confinements 
with chloroform during the same period, and one post- 
mortem examination and inquest. I had over thirty 
miles a day to go to see these patients. I had besides 
three surgeries a day—one of my son’s and two of my own 
—which were always crowded. 
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Besides practice I have done a little scientific work. 
I fitted up 4 laboratory in one of my cellars and did water 
and milk analysis, as I was medical officer of health for 
three districts. Afterwards I did some bacteriology and 
cultivated the diphtheria bacilli from throats and examined 
the sputum for tubercle bacilli, as there was no West 
Riding Laboratory then to which specimens could be sent 
free. 

Public Work. 

I have also done some public work. When I had been 
in Penistone a year a deputation from a ratepayers’ asso- 
ciation asked me to stand for the local board; I agreed, 
and was elected at the top of the poll. Next April I 
shall have been on the local board—now the urban district 
council—fifty years. I have taken a very active part in 
obtaining a water supply, a market, council offices, a public 
hall, and free library. I am vice-chairman of the council 
and chairman of the Waterworks and Sanitary Com- 
mittees. For three years I sat on the board of guardians. 
For nine years I was a member of the West Riding County 
Council. I was made a county magistrate in 1903, and 
for a time attended the Barnsley court every week. I have 
taken an interest in education, and for a number of years 
have been chairman of the governors of Penistone Grammar 
School and chairman of the local Elementary Education 
Committee. 


MEDICAL INSURANCE AGENCY. 


A MEETING of the Committee of Management of the Medical 
Insurance Agency was held in the House of the British 
Medical Association on December 8th, 1926, when Sir 
Humphry Rolleston was in the chair. A discussion took 
place with regard to the way in which the Agency could best 
give assistance to the Council of Epsom College, but no final 
decision was reached. Meanwhile, it was resolved to pla:e 
@ sum of £100 at the disposal of the headmaster of Epsom 
for the purpose of assisting to defray the cost of education 
of certain deserving boys already at the College who would 
otherwise have had to leave owing to failure of family 
resources, due to the death or disablement of parents. 

An interim report for the nine months ending September 
30th, 1926, was presented. It showed that the Agency had 
not only maintained the high standard of former years, 
but had made further progress in all branches of its 
business, except workmen’s compensation insurance. This 
class of insurance is expected to diminish, as it is not now 
the practice to effect workmen’s compensation insurance in 
respect of servants under separate policies, as these risks 
are included in the ‘“‘ Comprehensive ’’ household contracts 
recommended by the Agency. 

The life assurance policies completed through the Agency 


_ numbered 162, representing in sums assured the large 


amount of £148,176. In 1925 the number of proposals 
was 138, and the sum assured £134,394. Many life policies 
have been negotiated this year on behalf of members 
resident in India, China, the West Indies, Mesopotamia, 
and Egypt; inquiries have also been received from South 
Africa. It has hitherto been the practice of most life 
companies to charge an extra premium to members of 
the Naval, Military, and Air Force; one of the principal 
companies with which the Agency does business has, 
however, this year decided to abolish such extra premiums, 
except in special circumstances. Steps will be taken to 
communicate this decision—the effect of which will be felt 
later on-—to members, especially those serving abroad. 

‘ In motor car insurance the rates of premium charged 
under the doctors’ special policy are moderate, and com- 
pare favourably with those of tariff companies with which 
the Agency had previously placed business. Nevertheless, 
the premium income has increased by over £1,000 in the 
period under review. The rate of loss on renewals cf 
previous insurances is extremely low and is more than 
counterbalanced by the number of new entrants, which 
totals 174, making with old clients a grand total of 1,074 
separate policies, many of which include two and even 
three cars. The underwriters employed have rendered 
good service, and disputes in regard to settlements of clainis 
ave been rare. In cases where disputes have arisen the 
Agency has been able to effect satisfactory and equitable 


settlements. The underwriters have had to, meet some 
heavy claims since the beginning of the year, and although 
it was thought that it might be possible to secure even 
better terms in the coming year, experience, unfortunately, 
does not at the present time warrant the Agency in 
approaching the underwriters in this sense. One claim 
alone, amounting to over £2,000, had to be met, and 
claims of £200 to £300 have been paid, nominal sums 
sufficing in other cases. The arrangement by which 
Messrs. Mann, Egerton and Co. act as consulting motor 
engineers has proved satisfactory, and is being continued. 
One or two minor disputes have unfortunately occurred, 
but the evidence goes overwhelmingly to prove that this 
service is appreciated. 

Conversations have been held with the officers of an 
insurance company with a view to devising a satisfactory 
scheme for the advancement of money to medical men wud 
women for the purchase of partnerships or practices; a full 
detailed statement cannot yet be made, but the outline is 
roughly as follows: The company is prepared in principle 
to advance sums up to two-thirds of the purchase prize 
without personal guarantee, charging instead their fun.ls 
under a fidelity policy. Interest rates have been reduced 
from 7 to 5$ per cent., and the term for repayment has 
been extended in approved cases from four to six, seven, 
or even ten years. A method of dealing with anplicants 
by means of a small committee consisting of a 1~presenta- 
tive of the insurance company, a medical agent, and the 
Financial Secretary of the British Medical Association, has 
been discussed. Loans will be secured by a life policy 
equal to 150 per cent. of the sum advanced and an adequate 
sickness and accident policy. 

The following grants were made to the medical charities 
in respect of the year 1926: 


Royal Medical Benevolent Fund . ... 
= a Christmas Appeal 105 0 0 
Royal Medical Benevolent Fund Guild .. 525 0 0 
Royal Medical Foundation of Epsom College... 210 0 0 
Headmaster, Epsom College ... oe .- 100 0 0 
M.I.A, Girls’ Education Subcommittee - 9 
B.M.A. Charities Committee (to be paid in 1927) 15710 0 
Royal Home for Incurables, Putney ... 
Royal Medical Benevolent Fund of Ireland ... 26 5 0 
£1,911 5 0 


CHILD LIFE INVESTIGATIONS. 


Dead Births and Neo-natal Deaths. 

Tue report of the Medical Research Council on the recent 
investigations at several centres throughout Great Britain 
into the causes of dead birth and neo-natal death has just 
been issued. It offers a clinical and pathological study of 
1,673 cases of dead birth and neo-natal death, the chief 
contributions being due to Dr. F. J. Browne, Edinburgh 
(400); Drs. Cruickshank and Kennedy, Glasgow (400); 
Drs. Palmer, Phillips, and Taylor, London (369); Drs. 
Capon and Wilson, Liverpool (354); and Dr. Strachan, 
Cardiff (150), while additional data were obtained from 
Miss E. E, Hewer in the London School of Medicine for 
Women. It had been arranged that the reports of all these 
observers should be collected and edited by Dr. J. W. 
Ballantyne of Edinburgh, and at the time of his un- 
expected death in January, 1923, they were in his hands 
for this purpose. The work was afterwards undertaken by 
Dr. Eardley Holland, who obtained the collaboration of 
Dr. Janet Lane-Claypon, working direct for the Medical 
Research Council. 

As might be expected with several observers working 
independently and without any previously arranged plan 
for a uniform classification of their results, it was found 
that there were various discrepancies and disparities in 
the reports from the several centres, and the compilers 
therefore considered it necessary not merely to collate and 
edit the reports but to write their own report on the 
basis of the evidence supplied. The result is a pamphlet 
of some 90 pages containing a digest and summary of the 
various reports. Its small bulk will probably be disappoint- 
ing to some who were acquainted with the vast amount 
of detailed matter that had been submitted from the 
centres, but it should be remembered that much of the 
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work had been already published, though generally in an 
abridged form, either in the Special Report Series of the 
Medical Research Council or in articles in medical journals, 
A list of the chief contributions already published in this 
way is given in the present report. 

One of the main sources of difficulty in co-ordinating the 
results lay in the fact that some workers had classified 
the causes of foetal and neo-natal death according to post- 
mortem findings, as, for example, cerebral haemorrhage 
and asphyxia, subsequently working out in detail the 
clinical cause, such as contracted pelvis, which had led to 
the pathological condition; while others had put in the 
forefront the clinical cause, the resulting pathological con- 
dition being regarded as a “ consequent factor.’? The 
compilers have in their report used a clinical etiological 
classification for all cases, arranging them under the 
following headings: complications of labour, ante-partum 
haemorrhage, toxaemia of pregnancy, syphilis, maternal 
diseases, placental states, foetal states (excluding syphilis), 
prematurity, and post-natal causes. 

The reports showed unanimously that the most common 
causes of foetal] death are ‘‘complications of labour,’’ which 
furnished 35 per cent. of the total number. The most 
fatal complications were contracted pelvis and abnormal 
presentations, which accounted for 38 and 30 per cent. 
respectively of ail the deaths from this cause, while difficult 
and prolonged labour unassociated with either contracted 
pelvis or abnormal presentations caused 12 per cent. and 
normal labour 5 per cent. of the total deaths due to com- 
plications of labour. This means that at least 85 per cent. 
of the deaths due to complications of labour should be 
preventable by adequate ante-natal supervision. Thus, 
99 deaths out of a total of 465 were due to breech or 
transverse presentations that with adequate care should be 
almost entirely preventable. As regards the deaths due 
to contracted pelvis, it is pointed out that in many cases 
the mother had been forty-eight hours or more in labour 
before admission to hospital! 


“It is impossible to say to whom the delay was due, but 
inasmuch as the majority of women send for either the midwife 
or the doctor either at or shortly after the onset of labour it is 
hardly likely that the fault lay with the mother. In one instance 
it is recorded that the midwife kept the case in her own hands 
for two days and two nights before sending for the doctor.” 


Still, even with the most careful and expert ante-natal 
and obstetrical care, there will probably always remain 
a small proportion of cases in which foetal death is beyond 
our power to prevent—for example, those due to coiling 
of the cord round the neck or body, and, to a lesser extent, 
those due to prolapse of the cord or premature rupture of 
membranes. Thus coiling of the cord around the foetus 
was almost as frequent a cause of foetal deaths as per- 
sistent occipito-posterior positions, though it is probably 
true that diagnosis of the former as a cause of death was 
in the majority of cases arrived at by a process of exclusion, 
and in the absence of any other well defined cause of death. 


Intracranial Injuries. 


The reader will be surprised to find that neither under 
this heading nor anywhere else throughout the report is 
there any reference to cerebral haemorrhage. This is 
surely a regrettable omission. A review of the causes of 
foetal and neo-natal death without any reference to cerebral 
haemorrhage is like Hamlet without the Ghost, Throughout 
this section the term “‘ intracranial lesion ”’ is synonymous 
with tears of the dural septa. The main conclusions 
regarding them were as follows: 


1. Tentorial tears occurred in half the cases of spontaneous 
breech delivery. 

2. Interference with forceps causes the same proportion of 
tentorial tears, 

3. Intracranial lesions (tentorial tears) were found in about one- 
third of all cases of version. 

4. Taking all cases into consideration together tentorial tears 
were found in just over one-fourth of all cases. 


Ante-partum Haemorrhage. 
In this section are considered 122 foetal deaths from 
placenta praevia and 129 from accidental haemorrhage. 


Perusal of the tables brings to light at once the fact that, 
while in Glasgow 97 deaths out of 400 were due to ante- 
partum haemorrhage, in Edinburgh, where a_ similar 
number of cases was dealt with, only 37 were due to the 
same cause. This disparity might be due to the fact that 
in Glasgow a larger proportion of practitioners send their 
cases of ante-partum haemorrhage into hospital, or it might 
be due to the methods of treatment adopted, assuming, of 
course, that the cases were not in any way selected by the 
workers concerned; on these points no data are available. 
Notes of urine examinations were available in only 23 of 
the 122 cases of placenta praevia, and in 9 of these the 
urine was normal, while in 14 there was albumin in varying 
amounts. Qne woman had had oedema and swelling of 
the feet for seven weeks before delivery. It is apparent, 
however, that there is always room for considerable 
error in the diagnosis between placenta praevia and 
accidental haemorrhage. For instance, a case of external 
accidental haemorrhage, in which albuminuria is exceed- 
ingly likely to occur, may be easily labelled as a partial 
placenta praevia. In some cases, indeed, the diagnosis 
between these two conditions is probably impossible, and 
therefore, before any conclusion can be drawn regarding 
the significance of albuminuria in ante-partum haemor- 
rhage, all doubtful cases should be rejected. Much of tho 
disparity, for example, between the various published 
accounts of the frequency of albuminuria in accidental 
haemorrhage may be due to the fact that some cases 
diagnosed as accidental haemorrhage are in reality placenta 
praevia of minor degree. It is interesting also to note 
that between syphilis and ante-partum haemorrhage no 
relation was found to exist. 


Syphilis. 

The responsibility of syphilis in the causation of foetal 
death was found to be lower than would be generally 
expected, as it only accounted for 5.4 per cent. of the 
deaths in the entire series. Among macerated foetuses the 
percentage of syphilis is naturally greater, and works out 
at 26 per cent. Whitridge Williams gave figures that are 
much higher, 12.8 per cent. of foetal deaths among the 
white population in his clinic being due to syphilis, while 
he estimated that 80 per cent. of all macerated foetuses 
were syphilitic. There can be no doubt, however, that the 
above figures represent the highest incidence of syphilis 
among the maternity hospitals of this country, and, indeed, 
is probably even too high, as in certain of the centres 
(Edinburgh, for example) the maternity hospital has a 
venereal department in which cases of syphilis are treated 
and afterwards confined. Many cases come from a distance 
that would not find their way to the hospital at all if such 
a department did not exist. The Edinburgh cases are 
necessarily, therefore, in some degree selected, and do not 
represent a fair sample even of the hospital population. 
This is borne out by the Edinburgh figures, which show a 
high percentage of syphilis—7 per cent., as compared with 
3.7 per cent. from Glasgow, 4.6 per cent. from London, 
and 5.6 per cent. from Liverpool, while Cardiff showed an 
incidence of 7.3 per cent. F 

The report concludes with a short review of the results 
obtained. These may be summed up in the need for ante- 
natal supervision, with consequent reduction of the — 
for obstetric intervention, by the early discovery of suc 
conditions as pelvic contraction, by the routine examina- 
tion of the urine, and by the provision of hospital accom- 
modation with skilled obstetric care for such emergencies 
as have not been or cannot be prevented. In the words of 


the report: 


“Such a state of affairs can, however, hardly be expected until 
the teachers in the medical schools and the teachers of midwives, 
as also the leaders of the numerous women’s organizations, are 
convinced of the need for and the scope of ante-natal super-. 
vision. ; .. In many of these cases it is not merely a hospital 
bed that is required but skilled obstetric care. With improved 
supervision during pregnancy no doubt the number of emergency 
obstetric operations would decrease, but even 80, skilled super- 
vision would be required. It can hardly be doubted that much 


can be accomplished without additional cost if closer co-operation 


were established.” 
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and the relation of the carrier to the production of herd 
THE SPREAD OF INFECTION IN SCHOOLS immunity. It is argued that there are— 


AND SHIPS. 


THERE is no more fascinating epidemiological problem than 
that of the spread of illness within a community either 
completely isolated from the rest of the world or receiving 
immigrants at different rates. In ‘recent years this 
problem has been most closely studied by experimental 
workers. The English pioneer has been Professor W. W. C. 
Topley of Manchester, who has made it a principal object 
of his researches since 1919; in the last four or five years 
Professor Topley has been associated in the investigation 
with Dr. Major Greenwood of the Ministry of Health. 
The nature of this collaboration has been misunderstood. 
One of the psychological mysteries of our profession is that, 
although the general public consider the opinions of, say, 
an operating surgeon, a practising physician, and a 
bacteriologist of equal value upon any professional topic 
whatever, within the profession itself it seems to be an 
axiom that nobody practising a specialty has any know- 


ledge of anything else. Drs. Topley and Greenwood have ° 


collaborated strictly, and the terms of their working 
agreement were: ‘‘ That we should each bring into 
the common stock such special knowledge of particular 
techniques as we had individually acquired, but that the 
business of the firm should really be a joint one, that 
neither partner was at liberty to disclaim not mere formal 
but real responsibility for the -work of the other.’” 
These being the conditions of their partnership, their 
joint conclusions are: (1) That a community of mice 
can never be rid of an infectious disease once introduced, 
so long as non-immune immigrants continue to be admitted 
to the community. (2) That the rate of circulation of 
the non-immune entrants is an important factor of the 
epidemicity of the disease. As these authors put it: ‘ We 
would sooner admit 1,000 susceptibles to a herd at once 
than 10 a day for a hundred days if we desired to keep 
down the rate of infectious disease.’’? 
_ These were not the only, perhaps not even the most 
important, conclusions reached, but those most directly 
relevant to the extremely interesting memoir by Surgeon 
Commander Sheldon F. Dudley, R.N., which the Medical 
Research Council has just published.* The strong points 
of the Topley-Greenwood method are obvious—for example, 
large numbers of animals at risk and power to modify the 
external conditions. The weak points are equally obvious. 
The workers are dealing with animals who cannot be 
cross-examined and with infections of no great practical 
importance to human communities, while their criterion 
of infection is only applicable post mortem. Surgeon 
Commander Dudley, who is acquainted with Topley’s 
earlier publications and has himself already published 
an important study of the epidemiology of diphtheria, 
examined the records of various schools and institutions 
and now interprets them in a way which, as the Medical 
Research Council note in the preface, increases the prob- 
ability that the Topley-Greenwood hypotheses are correct. 
Part I of the report deals with the medical statistics of 
the R.N. School, Greenwich, from 1912 to 1924. Surgeon 
Commander Dudley notes that the course of influenzal 
morbidity affords an almost exact parallel with Topley's 
observation on mouse ‘“ typhoid ’’ in the recrudescence of 
morbidity (taken as the human analogue of the mortality 
in mice) when fresh susceptibles are introduced. ‘ Durin 
the epidemic the introduction of a batch of enlaietigl 
boys was followed first by morbidity among the freshly 
introduced material, and next by increased morbidity in 
those who had previously escaped infection, and reinfec- 
tion of some of those who had been infected earlier in the 
epidemic.”’ In treating of diphtheria, Surgeon Commander 
Dudley suggests that the ratio of Schick-negative to 
fschick-positive reactors may be taken as an “ index of 
herd immunity,” and relates the falling curve of herd 
immunity to the rising curve of clinical morbidity. The 
second part of the report deals with general principles 


1 Proc. Roy. Soc. Med., Sect. of Epidem., 192, xix, 31. 
The ot Droplet Infection in S 
et Infection in Semi-isolated C iti } 
ommander Sheldon F. Dudley,.R.N. Medical 
Series, No. 111. London: H.M. Stationery Office. 1926. 


“‘ three variables: First, the amount of infective material received 
by the host per unit of time, Second, the rate at which this 
infective material can be destroyed. The third variable is tho 
rate at which microbic proteins stimulate (or depress) the 
immunity mechanisms — or non-specific) of the host... . 
Other factors being equal, including time, it will depend on the 
distance of a susceptible host from a distributor of parasites as 
to whether the former becomes a case, or a carrier, or possibly 
immune to infection by merely destroying or absorbing the 
parasitic proteins. It should be noted that. though the theory 
termed the velocity of infection can completely explain the cessa- 
tion of an epidemic which coincides with a diminution in the 
carrier rate, and in the density of the pulation, yet this 
hypothesis cannot by itself account for the cessation of an 
epidemic where the sleeping conditions remain unchanged, the 
carrier rate increases, and fresh susceptible material is frequently 
introduced, as was the case with the diphtheria epidemic in 
Greenwich Naval School. Under such circumstances another 
factor is oo which is probably bacterial variation in 
response to changes in the herd immunity. Thus carriers acting 
in a suitable environment may prevent large disease outbreaks by 
supplying subinfective doses of infectious material to the more 
susceptible members of a population. In this way the general 
resistance to epidemic disease is increased, and the herd is 
vaccinated by its carriers.” 


The author, of course, guards himself against the impli- 
cation that he holds carrier infection to be the only or 
even the commonest mode of distribution of microbic 
disease. In subsequent pages data from the London 
Foundling Hospital, a warship, and two naval training 
establishments are examined, and the author finds them 
to be in conformity with his views. In the next sectioa 
relative incidence is briefly examined, and after that 
the author takes up the study of the influence of the 
rate of change of the population upon the development 


' of infectious illnesses. The author’s algebraical treatment 


of this is, necessarily perhaps, rather too crude to be more 
than suggestive, but the following remarks are interesting. 


“The recruits at Shotley were older and came from, if anything, 
a slightly poorer class than the Greenwich boys; the herd 
immunity at Shotley should therefore have been higher than at 
Greenwich. In spite of these tacts the morbidity from infectious 
disease was practically as high at Shotley as at Greenwich. This 

aradox puzzled the writer until the obvious and simple fact 
on him, that the was changing at Shotley 
three times as rapidly as at Greenwich. The rate of change of 
population is of special interest to the Services, as it is pro ably 
the chief factor in the high incidence of disease in recruitin 
depots; it is doubtless of far more Pe than unaccustome 
conditions of living, or mental and physical, strain.” 


There follows an examination of war-time statistics of 
epidemic meningitis, leading to the conclusion that “ all 
naval experience goes to prove that the average age of a 
community, in so far as it indicates a greater or less herd 
immunity, is one of the most important factors in deter- 
mining the incidence of cerebro-spinal meningitis.” Lastly, 
there are two short sections on periodicity, and upon pnen- 
monia and rheumatism, The former leads to the conclusion 
that the ‘differences in the morbidity of the various 


establishments which have been described are determined’ 


much more by the intrinsic characters of the establishment 
than by the density of disease in the surrounding area.” 
The latter suggests, having regard to the experience of 
some naval institutions, that damp and chill are more 
important etiological factors of rheumatic disorders than 
overcrowding. 

In a short summary such as this it is impossible to do 
justice to a detailed argument, still less to indicate diffi- 
culties of-interpretation of complex facts. We do not doubt 
that some of Surgeon Commander Dudley’s conclusions will 
be modified as our knowledge increases, and probably all 
epidemiologists will not accept all his explanations. We 
believe, however, that he has made an important contri- 
bution to epidemiological literature. The development of 
experimental epidemiology is one of the most hopeful 
features of the present epidemiological situation; its inte- 
gration with field observations—as in Surgeon Commander 
Dudley’s report—is an essential element of progress. In 
giving generous financial support to Professor Topley’s 
experimental work, and in publishing such papers as that 
of Surgeon Commander Dudley, the Medical Research 
Council is once again performing a service of more than 
national importance. -~ 
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Gnion of South Africa. 


[FRom ovr CoRRESPONDENT IN JOHANNESBURG. ] 


TWENTY-FIRST SOUTH AFRICAN MEDICAL 
‘ CONGRESS. 

Tue twenty-first South African Medical Congress was held 
in Pretoria during the second week of October under the 
presidency of Dr. A. W. Sanders. It was a little early in 
spring for Pretoria to be seen at its very best, but already 
the flowering trees which line the wide streets were 
beginning to burst into masses of mauve, orange, and red 
flowers. A fortnight later members would have seen the 
wondrous sight of mauve carpets under the jacarandas 
where the fallen flowers lie thick like coloured shadows 
beneath the trees. Pretoria in its early spring drapery 
tended perhaps to produce a mood of poetry rather than 
of strenuous scientific endeavour; nevertheless, and in spite 
of the numerous social attractions provided by the people 
of- Pretoria, important and earnest discussions took place 
on the many problems in medicine and hygiene which face 
us in South Africa, and much valuable work was done. 

The invitation to the Congress had been issued by the 
Pretoria Branch of the British Medical Association and the 
South African Medical Association, now happily united into 
one body styled the ‘‘ Medical Association of South Africa 
(British Medical Association).’”? At the opening ceremony 
in the extra-mural building of the Transvaal University 
College, Dr. A. J. Orenstein, President of the Federal 
Council of the Medical Association of South Africa, 
inducted Dr. Sanders into the presidential chair, and then 
Congress was formally opened by Advocate W. S. Duxbury, 
K.C., Mayor of Pretoria. In an eloquent address he 
bade the members of Congress welcome on behalf of the 
people of Pretoria, paid a high tribute to the achievements 
of medical science in South Africa, and expressed the con- 
fident expectation of the public that the many problems of 
human disease would be steadily attacked and conquered 
by the medical profession. Residents in Pretoria, he said, 
were brought into very intimate association with some of 
the problems with which the Medical Congress would deal. 
‘* Within our borders, and in addition to the clinics which 
discharge the valuable functions of preventing, as far as 
may be, and of repairing the ravages of specific and other 
diseases, and to the institutions more definitely devoted to 
the vital requirements of motherhood and child welfare, 
we touch, through our Mental Hospital and its 1,500 
inmates, what perhaps is the most intricate side of your 
profession. Fascinating, too, though exceedingly trying to 
the layman, are the various manifestations of the leper’s 
terribio physical inflictions, in their interrelationship with 
his mental make-up. These are matters which we are not 
allowed to forget, by reason of the existence of the leper 
institution at West Fort, a few miles away. Patient 
research into the etiology of the dread disease is at the 
present time being carried on at West Fort, and they too 
have had their Father Damien, who, in the person of a 
devoted medical man, sacrificed his life in the cause of 
scientific observation in the field.’’ 


THE PRESIDENTIAL ADDREss. 

Alfred William Sanders, M.D.Lond.; F.R.C.S.Eng., was 
born in London in 1872, and, after a brilliant student 
career at St. Mary’s Hospital, came to South Africa first 
in 1899 as civil surgeon with the Imperial Forces; in 1901 
he was appointed district surgeon of Pretoria, and surgeon 
to the Pretoria Hospital. Im 1908, when an honorary 
staff was appointed to the Pretoria Hospital, he became 
honorary surgeon, an appointment he still holds. Since 
1915 he has been a member of the Transvaal Medical 
Council. 

Dr. Sanders, in his presidential address, made reference 
to the sad circumstances that had brought him to occupy 


the chair. Dr. Howell Davies, who had been unanimously 


elected President by his colleagues in Pretoria, had died 
after a short illness; he had richly deserved the honour done 
him, and was hard at work in making arrangements for 
the Congress when he was called away. So keenly had all 
felt this loss that the abandonment or postponement of the 


Congress was seriously discussed. It was, however, realized 
that to take such a step would have caused considerable 
inconvenience to many who had already made arrange- 
ments to attend, and would have gravely interfered with 
the very important business which had to be transacted 
at the Congress, more particularly the amalgamation of 
the British and South African Medical Associations. Dr. 
Sanders sketched the career of Dr. Davies in Pretoria. 
‘* Davies was a man of great public spirit. It was largely 
through his instrumentality that the Victoria Maternity 
Hospital was instituted, and he was always an active 
member of its board of management. Ever alive to the 
best interests of his profession, he keenly resented and 
attacked anything likely to lower its status or to bring 
it into disrepute. Durihg the last few years of his life 
he was president of the Clinical Society, which he had 
practically brought into being, and which did much excel- 
lent work. His domestic life was a very happy one, and 
his family and a large army of patients must keenly 
mourn his loss.’’ 

' The Medical Congress was a very important event, 
bringing together men from. all parts of South Africa. 
There were present prominent members of the profession 
from the larger centres of population, where they had 
every known aid in the practising of medical science in 
the most favourable circumstances, and others who, living 
in the country districts with none of the medical amenities 
of town life, had to tackle difficult cases single-handed and 
to shoulder heavy responsibilities alone. The advantage of 
bringing such men together was evident. 

The subject which he believed Dr. Davies had been pre- 
paring was ‘“‘ The coming generations,’’ and he proposed to 
deal with it to the best of his ability. Every child had 
the right to be well born, and as knowledge of heredity 
increased it was being realized more and more that if good 
stock of any kind, animal or vegetable, were to be pro- 
duced it must be from the best material only. The respon- 
sibilities of parenthood were lightly undertaken and lightly 
sanctioned, and an endeavour should be made to ascertain 
the causes of racial deterioration. The frankly and 
markedly defective were relatively easily-dealt with, given 
the necessary power, either by segregation or sterilization, 
and there must be few who would contest the need for 
some such measures. It was necessary to insist on more 
and better scientific education in the schools. It was the 
right of every child to receive instruction in the facts of 
life. No boy or girl should leave school without a good 
working knowledge of biology and the collateral, sciences, 
physiology, chemistry, and hygiene. The study of human 
heredity- and evolution should begin in the schools, and 
when a child could be brought to understand how health 
and vigour in individuals was to be sought after and 
attained he would go far to realize the grandeur of the 
results to be achieved by the widespread or national 
utilization of such principles. The schoolmaster and the 
schoolmistress must be the comrades of the doctor. Syphilis 
and alcoholism were to be attacked by every available 
means. Every municipality should organize popular lectures, 
by medical men to men and by medical women to women, 
on the prevention of venereal disease. A real danger in 
South Africa was the association of possibly infected 
coloured nurses with white children. The greatest care 
was needed and should be exercised in that regard. Cliniate 
was an environmental factor which, while it could not 
be directly altered, much could be done and had been done 
to improve. The draining of swamps and the clearing away 
of rank vegetation had achieved wonders. Malaria was 
the environmental disease which most threatened the life 
and health of the white man in South Africa. Endemic 
in much of the coastal area and in large parts of 
Northern and Eastern Transvaal, it. was responsible for 
many deaths and marked deterioration, both mental and 
physical, in the local population. Those who lived in 
Pretoria were in close touch with the peoples of . both 
high and low veld, and had frequent opportunity of 
judging its effects. Bilharziasis was a disease which 
affected many children, often producing most serious conse- 
quences. -Thanks to the method of treatment by intra- 
venous injections of antimony potassium tartrate, compara- 
tively recently introduced by Christopherson, this disease, 
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against which there had previously been practically no. 
remedy, was now well within control. The working out of 
the life-history of the parasite by Leiper, work which had 
been repeated for local conditions by Dr. Anne Porter of 
Johannesburg and by Dr. Cawston of Durban, gave hope 
that much might be done to prevent the disease. The 
welfare of the coming generations should not be left to 
Nature and to evolution. 


SecTionaL MEETINGS. 

All the special subjects set down for discussion in the 
various sections of the Congress were earnestly discussed, 
and several of them were continued at adjourned meetings. 
Prognosis in heart disease, a subject introduced by Dr. 
Hugh Smith, in the Section of Medicine, proved to be 
of considerable interest to a very large proportion of 
members. In the Section of Surgery the special subject 
was surgery of the gall bladder, on which Dr. R. L. Daly 
read a paper, the discussion being opened by Dr. J. W. 
Brebner. The special subject in the Section of Public 
Health, the prevention of infantile diarrhoea, was discussed 
at great length, many country practitioners contributing 
their experiences. In the Section of Obstetrics and 
Gynaecology the special subject was the treatment of 
suppurative salpingitis; it was introduced by Dr. I. J. 
Schabort, and the discussion was opened by Dr. R. W. B. 
Gibson. Many of the other papers were well debated. 
These included: ‘‘ Some sequelae of encephalitis lethar- 
gica,”’ by Dr. M. J. Cohen; ‘‘ Theory and practice of helio- 
therapy,’? by Dr. L. E. Hertslet; ‘‘ Incidence of surgical 
diseases in the Bantu natives,’’? by Mr. C. F. Beyers; ‘‘ A 
South African carbohydrate used in infant feeding,’’ by 
Dr. B. G. Melle; ‘‘ Serological diagnosis of typhoid fever,’’ 
by Drs. Pijper and Pullinger; ‘‘ Dimensional differentiation 


of certain ‘microbes,’ by Dr. A. Pijper; ‘‘ Complement } 


fixation for tuberculosis in South Afriea,” by Dr. B. D. 
Pullinger; ‘‘ Pituitrin v. forceps,’’ by Dr. Bruce Bays; 
** Team work in the diagnosis of cerebral tumour,’’ by 
Dr. F. H- Kooy; and ‘‘ Some results of trephining opera- 
tions for glaucoma,’’ by Dr. A. G. Brinton. 


Socta, Sipe or THE ConerEss. 

The citizens of the capital had been at great pains to 
arrange suitable entertainment for members of the Con- 
gress ‘and their wives, and their efforts were highly appre- 
ciated. There were social functions every afternoon and 
night, and it was quite impossible to do justice to them 
all. The ball was crowded, and in spite of the heat 
some members were observed doing the Charleston, which 
has invaded the Union. At the official banquet there was 
also a very large gathering. The guests included His 
Excellency the Governor-General and the Administrator of 


_ the Transvaal, the Hon. J. H. Hofmeyr. The toasts of 


King,” ‘‘ The Governor-General,’ and ‘ South 
been duly honoured, His Excellency 
replied. He congratulated the profession in South Africa 
on the wise decision to form a federation with the British 
Medical Association; the Medical Association of South 
Africa had his best wishes for its successful future. . The 
fellowship between the members of the medical profession 
was one of the principal sources of its strength; new lines 
of treatment, new discoveries in all departments, were 
generously shared; there was no room for trade secrets, 
and the work of the leaders was accessible to the humblest 
member of the profession. Members of the public ought to 
look upon the doctor more as their adviser in the ways 
of maintaining health than as their attendant when ill. 
The importance of keeping well was not sufficiently stressed, 
and at least as much attention should be devoted to this 
as to curing their bodily ills. 

The Administrator of the Transvaal proposed the toast 
of ‘‘ The Medical Profession ” in a witty speech. He joined 
with His Excellency in congratulating it on the greater 
unity achieved in South Africa. The problem was one of 
combining autonomy with membership in a larger body; 
of maintaining and safeguarding South-Africanism and at 
the same time retaining membership of an organization in 
a wider sphere. This, he said, was only an aspect of the 
same problem—expressed as the difficult problem of recon- 
ciling the ideal of empire with that of the individual 


nation. It had been thought worth while to solve that 
problem, -and a solution had been found. He hoped the 
medical success would be an inspiration and an example 
to some of those who were dealing with the probleni in the 
wider sphere. 

Dr: A. J. Orenstein, President of the newly. formed 
Medical Association of South Africa (British Medical Asso- 
ciation), in replying to the Administrator, ‘said that the 
Association was very young, being just eleven weeks old, 
but he trusted it was a.well born babe. Speaking with 
regard to expressions which were too often in the mouths. 
of people who were ill informed, he pointed out that a 
medical association was hot. in any sense a trade union. 
It could not be so, for the members of the medical pro- 
fession recognized to the full that they were servants of 
the public, and acted up to that conception. What pro- 
fession other than medicine could point to.such self-sacrifice? 
The ship that was now starting on its course had been 
built by the British Medical Association, from which it 
was not lightly parting. It was retaining a link which 
was not to be temporary, for the profession in South Africa 
recognized, to its credit, the deep debt it owed to the 
British Medical Association. The link retained was the 
result of a plan which wounded no one, and yet retained 
for the profession in. the Union a place in the great 
medical commonwealth of the British Empire, aided it 
with the strength derived from alliance with the greatest 
medical association in the world, and increased its power 
for service to the public. Though the profession lived by 
the ills of other people, its main energies were concentrated 
on the destruction of the means by which it lived. 


England and Wales. 


HeattH OF MANCHESTER- 
Tue annual report for 1925 of Dr. R. Veitch Clark, 
medical officer of health for Manchester, estimates the 
population of the city for the year at 758,235. The birth 
rate of 18.6 continues the recent decline. The death rate 
of 14.4 shows a slight increase over preceding years. The 
infantile mortality rate of 95.77 per thousand births is, 
with one exception, the lowest on record. The number of 
cases of diphtheria was above the average. Of the contacts 
swabbed 5.7 per cent. showed diphtheria bacilli. Of the 
65 cases of enteric fever which occurred 40 were typhoid 
and 25 paratyphoid B, most of the latter being in one 
institution. Encephalitis lethargica was less prevalent than 


‘in 1924. An inquiry which was made regarding the relation- 


ship of this disease to influenza and epidemic hiccough 
produced no positive evidence. The notifications of pul- 
monary tuberculosis during the year were 1,504, of non- 
pulmonary 622. An investigation was carried out™on the 
Weisz urochromogen test for pulmonary tuberculosis. The 
conclusion from the data received is that the test is of 
value in assisting diagnosis. A large number of cases of 
pemphigus neonatorum occurred during the first six months 
of 1925, and the disease was accordingly made notifiable for 
six months as from September 10th. From that date to the 
close of the year 83 notifications had been received. Among 
2,269 cases of scarlet fever admitted to Monsall Hospital 
the mortality rate was 2.28-per cent.; a ward has been 
equipped at the hospital for the ear complications of this 
disease. Except in the few instances of massive necrosis 
of the temporal bone the persistence of otitis media in 
searlet fever appears to be due to infected tonsils and 
adenoids; thorough removal in such cases is therefore justi- 
fied. It is added that the omission of syringing of the ear 
has materially improved results. All cases of scarlet fever 
are submitted to the Dick test; the Schultz-Charlton 
test is also employed; both have been found of service. 
Scarlet fever antitoxin definitely improved the condition 
of six early uncomplicated cases, but a toxic case treated 
with antitoxin on the second day died on the fourth; the 


number of patients admitted to Monsall with diphtheria ° 


was 854.° Their case mortality rate was 8.36 per cent. 
There were 29 tracheotomies with 14 deaths. All persons 
entering the nursing service of the hospital are Schick- 
tested, and, if reactors, immunized against diphtheria. 
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There were 144 admissions of puerperal fever; of these 
23 died, a case mortality of 15.23 per cent. Treatment 
was by lymph drainage of the uterus for the local condi- 
tion, and by this method, together with chemotherapy and 
immuno-blood transfusion, for the acute blood infections. 
The results of lymph drainage at the hospital were uniformly 
good; the ultimate results of immuno-transfusion were as 
uniformly disappointing. The chief veterinary officer for 
the city states, in his account of work, that 8.2 per cent. 
of milk samples from farms outside Manchester were 
tuberculous, but that all the large farms, and some smaller 
ones, have now installed pasteurization plant, so that at 
least half the milk distributed in the city has been rendered 
safe for consumers. The progress report on cancer by the 
medical officer of health summarizes the programme of the 
Cancer Committee. The main line of experimental research 
at present contemplated is in connexion with the origin and 
prevention of mule-spinners’ cancer, now well known as a 
disease of the cotton industry, whose causation was recently 
discussed by the Manchester Pathological Society.? 


Leeps Mepicat 

Dr. J. B. Baillie, vice-chancellor of Leeds University, 
delivered an address on medical research at a congregation 
at the conferment of degrees on December 22nd, 1926. 
He said that graduation did not abolish the need for 
study because the scope for the functioning of the spirit of 
inquiry was inexhaustible. The history of medicine was 
strewn with wrecks of abandoned theories, and the heresics 
of yesterday were the orthodoxies of the present. An open 
mind was the only passage through which the light of 
science could enter. Dr. Baillie thought that a new begin- 
ning in the process of medical science was dawning, and 
the medical practitioner had to take all science as his 
province. The extension of the spirit of scientific research 
in the University of Leeds, including the provision of an 
entirely new department of experimental pathology, was a 
most welcome advance, and great gratitude was due to the 
generosity of Yorkshiremen who had made possible this 
asset to medical education. Dr. Baillie alluded to the 
coming loss by the University of Sir Berkeley Moynihan, 
whose enthusiasm and standard of achievement would be 
a living inspiration to his pupils, and an abiding example 
in the days to come. 


CaRLISLE SURGICAL APPOINTMENT. 

Following on the death of Mr. C. Balfour Paul, Mr. 
James N. Jackson Hartley has been appointed surgeon to 
the Cumberland Infirmary, Carlisle. Mr, Hartley is at 
present assistant surgeon to the Edinburgh Royal Infir- 
mary. Te graduated at the University of Edinburgh in 
1913 with first-class honours, when he was awarded the 
Ettles Scholarship, Annandale Gold Medal in Clinical 
Surgery, and Buchanan Scholarship in Gynaecology. During 
the war he was attached as an officer of the R.A.M.C. 
to a special hospital at Etaples for the purpose of investi- 
gating newer methods of wound treatment, and received 
the O.B.E. in recognition of these services. 


Tue Carg or SHRopsHIRe. 

King Manoel, on December 17th, 1926, opened a new 
ward for infants at the Shropshire Orthopaedic Hospital 
and Agnes Hunt Surgical Home at Oswestry. Dame 
Agnes Hunt, the founder of the Home, was present, and 
Sir Robert Jones, in an address, mentioned the great 
interest taken by King Manoel in all forms of the treat- 
ment for cripples and the disabled. After the opening 
King Manoel visited Shrewsbury and spoke at a public 
meeting organized by the Shrewsbury Cripples’ Care Com- 
mittee. Sir Robert Jones, who also addressed the meeting, 
referred to the national scheme for the prevention, cure, 
and training of cripples, The preventable diseases of tuber- 
culosis and rickets were concerned in 70 per cent. of 
cases of crippling, and further energetic steps were needed 
to eradicate these two causes. Continuity of treatment 
and proper after-care were essential, and new hospitals for 
children must be built in the country and not in the 
towns. After-care clinics were also required to provide 
supervision by experts for patients who had received treat- 
ment in residential institutions. Both King Manoel and’ 


1 BRITISH MEDICAL JOURNAL, December 18th, 1926, p. 118L 


Sir Robert Jones paid tributes to the pioneer work of 
Dame Agnes Hunt, who spoke subsequently on the impor- 
tance of hygienic milking methods and the erection of 
houses with more open surroundings. Cripples, she said, 
needed to be given a trade so that they might attain a 
measure of independence. 


Scotland. 


Anima. 1n Epinsuren. 
An appeal has been issued, signed by Lord Balfour as 
Chancellor of the University of Edinburgh, Sir John 
Gilmour (Secretary of State for Scotland) as the Lord 
Rector, and Sir J. A. Ewing as Principal of the University, 
in regard to the subject of research in animal breeding 
under the control of the University and the Edinburgh and 


East of Scotland College of Agriculture. Mention is made . 


of the recent gift by Lord Woolavington of £10,000 towards 
the endowment of a chair of animal breeding in the Uni- 
versity of Edinburgh,and of the existence on a small scale 
since 1920 of a department conducting research on this 
subject. The International Education Board of New York, 
one of the Rockefeller Foundations, has now made a con- 
tingent offer of £30,000 towards the building and equip- 
ment of this department. This offer is conditional on a 
like amount being obtained from other sources and on the 
provision of certain funds for maintenance. The Govern- 
ment, through the Development Commissioners, is prepared 
to provide a substantial part of the required funds, and 
the University will do what it can, but a further sum of 
£30,000 is still required as an endowment to enable the 
scheme to be realized, and the offers of the International 
Education Board and of the Government do not become 
effective until this is guaranteed. The present appeal is 
therefore issued to persons interested in the development 
of stock breeding, agriculture, the encouragement of 
science, and the establishment of a school of animal genetics 
which may become the most important in Europe. Sub- 
scriptions may be intimated to the Secretary of the 
University of Edinburgh. 


Giascow WEsTERN INFIRMARY. 
At the annual meeting of Glasgow Western Infirmary 


“Colonel J. A. Roxburgh, who presided, said that the 


hospital had not escaped the industrial troubles of the 
past year, and the ordinary income for the year was not 
expected to exceed £67,000, as against £75,000 for the 
previous year. There was an estimated ordinary expendi- 
ture of £84,000, and the infirmary would be faced with 
a deficiency of £17,000. There had been an increase in 
the work done, attendances at the out-patient department 
especially constituting a record with the number of 170,000. 
The managers had been enabled through the receipt from 
the trustees of the late Robert Donald of £12,000 to make 
a full-time appointment for cancer research; Dr. A. A. 
Charteris had been appointed to this post, and was working 
in connexion with the professors of pathology and bacterio- 
logy at this subject. The infirmary was at present much 
in need of a new a2-ray department, and the managers were 
making a special appeal for this purpose. 


Ireland. 


History or THE Rorunpa Hospiran. 
Tue progress of the Rotunda Hospital during the last 
thirty years was the subject of an address by Dr. A. Madill, 
president of the Section of Obstetrics and Gynaecology of the 
Royal Academy of Medicine in Ireland, on December i0th, 
1926. In the course of his address Dr. Madill mentioned 
the failure to reduce morbidity in the hospital and to 
improve on the eclampsia figures of Dr. Tweedy. He also 
referred to the poor results of Caesarean hysterectonty 
in cases of concealed haemorrhage, and emphasized the 
importance of the advance towards safety since the intro- 
duction of pubiotomy and Caesarean section. During the 
discussion Sir William Smyly described the chrmge since 
the time when sterilization was only employed for instru- 
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ments, and no efforts were made to cleanse the patients 
from the dirt brought with them into the hospital from 
their homes. The majority of the pupil midwives then 
were not residential, and regularity of attendance and 
discipline were very defective. Dr. Gibbon FitzGibbon 
referred to the effect of the introduction of the motor 
car in bringing to the hospital serious cases from outlying 
districts; in this way, he thought, some of the present 
high morbidity and mortality among hospital patients was to 
be explained. The last six years compared unfavourably 
with the preceding fifteen rs. The increase in the use 
of forceps and in the induction of labour might also be 
a factor in causing morbidity. He added that the Dublin 
maternity hospitals were responsible for 70 to 75 per cent. 
of all the midwifery of the city. The institution of the 
ante-natal department by Dr. Gibbon FitzGibbon was men- 
tioned by Dr. Bethel Solomons, with particular reference 
to the prevention of eclampsia by the early diagnosis of 
- albuminuria. 
PEaMouNT SANATORIUM. 


‘The Committee of Management of the Peamount Sana- | 


torium, in its report for 1925, states that the number of 
patients sent by the different tuberculosis and insurance 
committees was greater than in 1924. On January Ist, 
1925, there were 196 patients in the institution ; 653 patients 
were admitted, and there remained at the end of the year 
199 patients. The sanatorium is supported by the con- 
tributions given by the different committees who send 
patients for treatment—namely, £2 2s. a week for adult 
patients and £1.17s. 6d. for children. There is no other 
source of income, and the committee must meet all expenses 
ut of the contributions received for the patients. This 
t has been barely able to do during the year under review, 
for after treating 849 patients at a total cost of £23,267 
the accounts showed a balance of income over expenditure 
amounting to less than £6. The committee consider this 
margin very small, as it has no funds in hand or capital 
sum for any emergency or unusual expenditure. The cost 
per patient per bed at Peamount, although situated twelve 
miles due west from Dublin, is lower than any of the Dublin 
clinical hospitals under the auspices of the Dublin Hospital 
Sunday Fund, where the medical staff is voluntary and 
where linen guilds supply all linen, etc.—a considerable 
item of expense in any such institution. The necessary 
repairs to the different pavilions, shelters, dining-hall, 
administration building, laundry, and electric plant were 
carried out so as to keep these buildings in proper order, 
and in some cases much needed renewals and improvements 
were effected. As the seven pavilions, doctor’s house, 
dining-hall, and thirty shelters are -wooden structures the 
expense of keeping these in good repair necessarily amounts 
_to a large sum yearly. The resident medical superin- 
tendent, Dr. Sheehan, in his report makes special reference 
to advanced cases sent for treatment. The committee, 
while realizing the difficulties tuberculosis officers labour 
under, considers it unfair both to the patients and the 
- institution to send advanced cases for treatment. About 
one-fourth of those admitted were more fitted for institu- 
tions for advanced cases than for Peamount. The com- 
mittee notes with pleasure that the Minister of Lecal 
Government and Public Health is taking steps to have 
suitable institutions established for such cases. Another 
point emphasized is the want of after-care committees in 
each county from which patients are sent; the Central 
After-Care Committee can only deal with patients in and 
about Dublin. Prior to the great war the Women’s 
National Health Association had established such com- 
mittees in each of the counties sending patients. The 
most satisfactory part of the work at Peamount is the 
good result obtained from the treatment of children of 
school age in a self-contained children’s pavilion. Dr. 
Sheehan states that this pavilion is the brightest spot in 
the grounds, and the high percentage of discharged patients 
with the disease arrested has fully justified the committee 
in catering specially for children. With the educational 
and recreational facilities provided for under medical super- 
vision the occupants enjoy their stay in Peamount. The 
committee, on the recommendation of the medical staff, 
has given an order for two ultra-violet lamps, which are 
expected to be installed early in the New Year. 


Correspondence. 


PRACTITIONERS OF PATHOLOGY. 

Smr,—May we beg the courtesy of your columns to draw 
attention to the fact that a meeting will be held at the 
London School of Medicine for Women at 2.30 p.m. on 
Friday, January 7th, for the purpose of considering the 
advisability of forming a society to represent the interests 
of those engaged in the practice of pathology? 

There is general agreement among those engaged therein 
that the conditions of pathological practice throughout the 
country are very unsatisfactory and are in danger of 
becoming more so. The competition for pathological work 
on the part of subsidized institutions of various sorts, both 
academic and commercial, and of local authorities and the 
resultant cutting of fees is threatening to reduce the 
remuneration from pathological work to such an exte>% 
that little inducement will be offered to competent men to 
enter this important branch of medical practice. «she 
present state of pathological practice, moreover, offers 
little encouragement to non-teaching hospitals to attempt 
to bring their pathological departments to a state of 
efficiency. It is in the general interest of medicine that 
pathological knowledge should be as widespread as possible 
and not confined to the teaching centres. 

Up to the present pathologists as a class have had ro 
organization to represent their interests. The need for 
such a body appears to be urgent, and we therefore hope 
that all those interested who can manage to do so will 
attend the meeting.—We are, etc., 


H. A. Cookson, 
Royal Infirmary, Sunderland. 
J. B. Davey, 
General Hospital, Cheltenham. 
. C. Dyxe, 


Wolverhampton and Staffordshire Hospital, 
Wolverhampton. 


Salford Royal Hospital, Salford. 
: Waite, 
Victoria University, Manchester. 
A. RENsnaw, 
Ancoats Hospital, Manchester. 
A. G. SHera, 
Princess Alice Memorial Hospital, Eastbourne. 
A. F. 8. 
General Hospital, Swansea. 
R. V. Sotty, 
Royal Devon and Exeter Hospital, Exeter. 
E. Worptey, 
South Devon and East Cornwall Hospital, 


Plymouth. 
A. F. Wricut, 
Coventry and Warwickshire Hospital, Coventry. 


C. E. JEnKINs, 
Cc 


December 2ist, 1926. 

** The Council of the British Medical Association, at its 
meeting on December 15th last, had before it the report of 
the special Pathological Committee appointed to consider 
this subject, and a full account of the discussion will be 
found in the Proceedings of Council published in the 
SuppLeMENT this week. 


MIGRAINE AND ACETONURIA. 

Sir,—Dr. Fawkes has shown the way (British Mepicat 
JourNAL, December 18th, 1926, p. 1176) to a truer under- 
standing of migraine. I have been familiar with the facts 


‘he has noted for a long time, but have been slow to make 


them more widely known. 

One of my children used to suffer from attacks of 
cyclic vomiting associated with acetone in the breath, 
attacks which finally culminated in acute appendicitis, and 
were completely cured by the removal of the appendix. My 
wife, who, like many women, has an acute sense of smell, 
learnt to recognize the acetone in the breath, and I taught 
her how to abort the attacks by giving immediately large 
doses of magnesium carbonate and glucose. 

From childhood I have suffered from typical. severe 
migraine. These attacks usually came on on Sundays, 
when I was able to relax after periods of severe over- 
work during the week at the hospital. On Saturdays 
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I would notice areas of exquisite superficial tenderness on 
the inner side of one arm, on the Sunday morning I would 
fail to obtain the usual alvine evacuation, and during the 
morning a severe attack of migraine would appear on the 
same side of the head as the area of superficial tenderness 
on the arm, with vomiting and giddiness. That evening, 
or next day, I would pass a foul, fatty stool of a peculiar 
odour, which I learnt to recognize, and the migraine left 
me. My wife noticed that on the Saturdays my breath 
was full of acetone, and on Sundays she could detect the 
acetone as I entered the room. 

This set me thinking, and made me realize that the 
poison which produced the migraine must be associated 
with acetone bodies in the blood, but, though acetone was 
so marked in the breath, I never could detect them in the 
urine by the ordinary tests. I came to the conclusion that 
the cause of migraine must really consist in a failure of 
the liver to deal with certain bodies in the food—probably 
fats. I therefore watched my diet and found that the 
substances in the food, the failure to detect which by a 
a stomach and liver induced migraine, were of three 

inds ; 

1. The fats of meat, particularly beef, mutton, pork, 
veal, duck, and bacon. (Butter, cream, and suet were 
harmless.) 

2. Coffee and chocolate. 

5. Spirits, particularly whisky. 

I found that by cutting these articles clean. out of my 
diet attacks of migraine became of rare occurrence. 

If my wife noticed acetone in my breath I could always 
tell her that I had at the moment the warning signs 
of a migraine—namely, areas of superficial tenderness on 
the arms. I learnt then to take-large doses of sodium 
bicarbonate, starve myself for twenty-four hours, and take 
a Seidlitz powder. These measures usually aborted the 
attack. I have since used this knowledge in helping a 
number of colleagues and patients who have told me that 
they suffered from migraine. 

lt is time to call the attention of the biochemists to these 
observations. If they will carry out observations on the 
breath, blood, and urine of migraine sufferers, and perhaps 
apply tests for deficient liver function, I believe they will 
find that in this direction lies the poison that causes 
migraine. 

Migraine is, in my view, brought on by a temporary 
functional disorder of the liver. It is predisposed to by 
any factor which causes muscular or mental fatigue, such 
as overwork, eye-strain, sitting for a long time in a crowded 
and badly ventilated room, and is induced by a tired 
stomach and liver unable to deal with too large a dose of 
certain animal fats, coffee, chocolate, and spirits. The 
temporary constipation followed by the passing of a foul 
stool is the result of a failure on the part of the liver to 
secrete healthy bile into the intestine. The attack is 
ushered in by acetone in the breath, which, if detected in 
time, can enable adequate measures to be taken to abort 
the attack—namely, the exhibition of alkalis, starvation, 
and a Seidlitz powder.—I am, etc., 

December 21st, 1926. ConsuLTING SuRGEON. 


Sir,—I can confirm Dr. Fawkes’s statement (Bririsa 
Mepicat Journat, December 18th, p. 1176) that examina- 
tion of the urine of children, and frequently of adults, 
suffering from migraine and recurrent vomiting shows the 
presence of acetone bodies, but my experience is that if the 
blood is also examined an abnormally low sugar content is 
generally found, thus accounting for the beneficial effect 
of glucose to which Dr, Fawkes refers. The hypoglycaemia 
met with in this type of case is usually not transitory, like 
the acetonuria, and can be detected in the interval between 
the attacks. 

Breeding experiments with mice, which Mr. Howard and 
I have been conducting for some time, have demonstrated 
that hypoglycaemia may be hereditary, but the results of 
numerous analyses of the blood, urine, and stools which 
1 have carried out in cases of recurrent vomiting and 
migraine suggest that intestinal disturbances are a common 
exciting cause, as Dr. Fawkes points out. The hereditary 
factor cannot, of course, be treated, but much can usually 


-- | 


be done to prevent the attacks by keeping up the glycogen 
store in the liver and by taking suitable measures to 
improve abnormalities of intestinal digestion and absorp- 
tion revealed by analysis of the faeces and urine. In many 
instances it is only by means of such analyses that the 
exciting cause can be discovered.—I am, etc., 

London, W.1, Dec. 18th, 1926. P. J. Cammrper. 


THE PROPHYLAXIS OF TUBERCULOSIS IN TOWN 
CHILDREN. 
The Grancher System. 

Sir,—In your issue of November 7th, 1925, under the 
above heading, was published a letter from me in which 
I gave details of a method employed by the Hastings 
Tuberculosis Care Committee for dealing with poor children 
threatened with, or in an early stage of, tuberculosis. 
The plan consists in placing them in selected country 
cottages and keeping them during their stay under careful 
supervision. I should like, if I may, to say a little more 
on the subject, in the light of subsequent experience, i 
answer to questions that are frequently put to me by word 
or letter. 

As I then stated, the scheme was started in France by 
Dr. Grancher and now is known by his name, It was 
described by Professor Armand Delille at the Tuberculosis 
Conference held in London in 1921. He told us that 2,300 
tuberculous children from Paris alone had been placed in 
rural peasant cottages with excellent results. It had been 
adopted in England to a limited extent by some tuber- 
culosis care committees other than our own, but notably 
by the London County Council, who at the beginning of 
last year decided to put into practice a scheme for the 
removal of children from heavily infected and overcrowded 
areas, during the terminal stage of a dying case of pul- 
monary tuberculosis in the family, and boarding them out, 
this provision being undertaken in co-operation with the 
Invalid Children’s Aid Association. The secretary of that 
society states (October, 1926) that ‘“‘ the scheme would 
appear to be a great success up to the present time.” 
I think it can be shown that this plan has special advan- 
tages of its own, and that if it were more generally prac- 
tised a much larger number of children suffering from the 
premonitory symptoms of pulmonary tuberculosis, or in 
imminent danger of catching it, could be removed at once 
from the source of infection and placed in a position of 
safety than is possible at the present time. — neh 

The paramount importance of grappling with this disease 
in the earliest stages and in childhood is unanimously 
accepted. Sir George Newman writes, ‘‘ We cannot rightly 
deal with tuberculosis apart from the proper treatment of 
the disease in infancy and childhood, possibly the chief 
age-period of its infection and invasion, perhaps even of 
its immunization, and certainly the opportunity for its 
treatment” (An Outline of the Practice of Preventive 
Medicine, p. 49). From the same work we learn that 
‘‘ there are 600,000 children in England . . . debilitated and 
anaemic, malnourished, stunted, and weakly.”’” A large 
number of them would be children of the poor either 
suffering from tuberculosis in an incipient form or liable 
at any time to contract the disease. No doubt the best 
plan would be to send all such cases to residential open-air 
schools, if it were possible to do so; but, apart from the 
financial difficulties, the accommodation in these establish- 
ments is for less than 6,000—not 1 per cent. of the figures 
mentioned above. Many of the children now sent to sana- 
toriums could be promptly dealt with in this way at about 
one-quarter of the cost. The economic advantage bears no 
comparison with other methods. Our expenses are 11s. 3d. 
per child per week, and part of this is sometimes refunded 
by the parents. The children live with people of their own 
social class, and they are free and happy, as their letters 
home constantly testify. Wherever possible a married 
couple, with no children of their own, are selected, and 
the parental, more especially the maternal, instinct plays 
a most important part. The care, attention, and good 
living that the children receive are often surprising and out 
of all proportion to the money paid for them. Such is the 
vitality of childhood that they respond at once to these 
altered conditions and continue to improve. During more 
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than seven years’ experience I remember but one excep- 
tion to this rule, and in that instance the case was com- 
plicated by asthma. The method is now in such good 
repute in this locality that the parents’ consent is readily 
obtained. Judging from my correspondence, this appears 
to be looked upon as a difficulty, but it seems to be more 
frequently anticipated than real. Our work in this direc- 
tion is done in conjunction with the Guardianship Society 
of Brighton. Their secretary, a lady who has been engaged 
in this capacity for many years, and an_ enthusiastic 
worker, writes, ‘‘ There is a great future, I believe, for 
boarding out; it is the organization that is required... . 
We are trying to start in Kent, which should be an easier 
county than Sussex.”’ 

The following is an excellent example of success obtained 
in this way, but it is also recorded on account of the 
striking evidence it affords that a child suffering from 
pulmonary tuberculosis may, if cured, ultimately obtain an 
immunity from the disease. 


In January, 1918, George P., aged 94, was attending school. 
He had been delicate since the age of 4, when he suffered from a 
tuberculous abscess of the neck. parents and two younger 
brothers were healthy. His sister died of tuberculous meningitis. 
He lived at that time in his present home, which is situated in 
one of the worst localities of a poor neighbourhood. The house 
consists of three rooms built one above another. It is old and 
dilapidated and is placed in a court that branches off from a 
narrow street. It faces north, and the opposite dwelling is dis- 
tant only 5) gona The back of the house is composed of a 
brick wall with no windows or doorway, consequently the room 
ets no sunshine whatever. The light is always dim and the air 
eels stagnant and heavy. The living room measures 34 yards 
by 3 yards. It is used also for cooking, as a scullery, and for 
washing and drying clothes, The boy was sleeping with his two 
brothers in the top room, which is only an attic, with one small 
window. He remained indefinitely unwell until the middle of 1919 
when the tuberculosis officer examined him at the dispensary an 
reported dullness and crepitations at the right apex. 

e then came under the notice of the Hastings Tuberculosis 
Care Committee, who sent him at once to a country cottage. 
They also reported the condition of his home to the sanitary 
authority and advised the parents to find another dwelling. 
This they have not done, the reason assigned being their inability 
to pay the rent of the recently constructed houses. 

he lad’s history is a repetition of staying for a while in the 
country and rapidly improving, returning home, generally at his 
mother’s request, and almost immediately relapsing. is con- 
tinued until 1922, when he came home looking remarkably. well 
and from that time onwards he has not relapsed and has worke 
with a local decorator without intermission up to the present date. 

He was examined in November-last by the tuberculosis officer, 
who reported him as being “ perfectly well,” notwithstandin 
that he has lived in the same insanitary environment in whic 


F contracted the disease; and, to make matters worse, his father, 


1925, developed pulmonary tuberculosis, for which he stayed last 
tive, he has lost 28 in & 
as 100 per cent. 

- Therefore this lad can now live and thrive in the worst 
of insanitary conditions, which had previously reacted 
unfavourably, and in daily contact with an advanced infec- 
tious case. I submit that the history of this patient offers 
the strongest presumptive evidence in support of the view 
that an immunity has been acquired.—I am, etc., 

W. Botton Tomson, M.D., 


Vice-Chairman of the Hastings Tuberculosis 
Care Committee. 


Ib. in weight, and his incapacity is given 


December 14th, 1926. 
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LEPROSY: ITS TRANSMISSION AND TREATMENT. 
Sir,—I have read with much surprise the letter from 
Sir Leonard Rogers on the subject of the treatment of 
leprosy, in your issue of December 18th, 1926 (p. 1195). Sir 
Leonard seems to confuse the vaccine, of which I gave the 
composition in the British Mepicat Journat of December 
4th (p. 1034) with the leprolysines, nastines, etc., for I am 
wholly unaware of the existence of any antileprous vaccine 
comparable with mine and in use ‘“‘ for several decades.”’ 
Some few months before Sir Leonard Rogers’s Croonian 
Lectures of 1924 an International Conference of Leprosy 
was held in Strasbourg, at which Sir Leonard was official 
delegate for India; the conclusions announced at the end 
of the debates of this conference by the president, Professor 
Jeanselme, were: ‘‘ that there is not a specific medication 
for leprosy ”’ (Conf. Int. de.la Lépre, 1923, p. 501). ‘‘ We 
cannot say that the hopes which Rogers, Hollmann, Dean, 
Brocg, and Pomaret had built were fulfilled ” (ibid., p.503), 


It is probable that certain preparations of chaulmoogra 
have some therapeutic action on certain forms of leprosy 
when it is in its initial stages, but this action seems very 
unreliable and limited in scope. 

During this year, after the publication of my lecture in 
the Transactions of the Royal Society of Tropical Medicine 
and Hygiene (January, 1926), I have received a large 
number of attestations from leprologists as to the poor 
result obtained by the use of chaulmoogra preparations in 
leprosy, notably from the director of a leper institution in 
India with 550 cases under his charge. My own experience 
is to the same effect: I have never obtained with these 
preparations the smallest success worth reporting, and in 
some cases the disease was actually aggravated by their use. 
It is fair, however, to say that the majority of my cases 
were not in the initial stages. 

In conclusion, I would say to Sir Leonard Rogers that 
T also have been able to clear eruptions of leprosy in initial 
stages with solutions of oil of turpentine, and carbolized 
oils, and, most effectively of all, with amino-arseno-phenol, 
which I regard as a fairly efficient lepricide in early cases, 
But all these forms of treatment are non-specific, and 
their action seems limited to certain quite early phases of 
the disease.—I am, etc., , 

London, W.2, Dec. 19th, 1926. J. Hasson, M.D. 


Srr,—In answer to Sir Leonard Rogers (December 18th, 
1926, p. 1195) I may say that I was for some seven years, and 
until quite recently, editor of the Skin Diseases Section of 
the Tropical Diseases Bureau, and that in condemning 
the chaulmoogra products I was relying upon reports which 
came under my notite from countries where lepra is 
endemic, and not only upon the “ general experience of 
London dermatologists,’ although I cannot, of course, 
subscribe to his implication that that experience is worth- 
less. I might retort that the results from the use of these 
preparations seem propitious in proportion to the remote- 
ness of the reporter, and medication described as efficacious 
in Fiji is demonstrated to be a dud in London. Sir 
Leonard Rogers seems to imply that essentially the same 
method as was used in my case had been used ‘‘ for several 
decades either as tuberculin, which gives a reaction in 
leprosy, or as killed lepra bacilli.” I submit that there is 
far more difference between the method mentioned by me 
and the methods so erroneously cited as identical by Sir 
Leonard Rogers, than there is between the use of the pro- 
ducts of chaulmoogra oil, recommended by Sir Leonard, 
and the use of the oil itself, which has been the staple 
drug employed in the treatment of leprosy in the East, 
not ‘‘for decades,’’? but for centuries. That chaulmoogra 
gives very unencouraging results is abundantly evident 
from the despair with which leprosy cases are usually con- 
fronted in countries where the disease, and this treatment, 
are most prevalent. The argument which Sir Leonard 
uses to belittle the value of the new vaccine is tenfold more 
effective against his own pet preparations.—I am, etc., | 

London, W.1, Dec. 20th, 1926. E. Granam Littxe. 


EARLY TREATMENT OF ENCEPHALITIS 
LETHARGICA. 

Smr,—The article in your issue of December 18th 
(p. 1190) on “A unit for the residua of encephalitis 
lethargica ”’? seems to indicate that the plan for dealing 
with these serious conditions is to make special arrange- 
ments for investigating and treating the late stages. By 
the time, however, sequelae have developed, especially if 
doubtful cases are ignored, some of the factors operating 
in the first instance have disappeared, except in so far 
as their consequences are still evident. Surely the stage 


at which such a disease should be studied is at its com- ° 


‘mencement. The arrangements made seem to continue the 
fallacy pointed out by the late Sir James Mackenzie, when 
he showed that usually it is only the general practitioner 
who can discover the causes of disease, and not a patho- 


logist working in a post-mortem room two, three, or four. 


years after the primary agents have gone, leaving perhaps 
no trace. 
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It is a deplorable fact that many cases of encephalitis 
lethargica are treated in a cavalier manner, dubbed in- 
fluenza, and little or nothing done. This still goes on, 
although it is known that many of the cases with serious 
censequences do not seem bad at first; some do not see 
a doctor at all, and are only discovered later. But the 


‘first day may be the only time it is possible to detect the 


primary infection, so virulent, and so active in penetrating 
the cribriform plate of the ethmoid. 

As some patients die in a few days no time is to be lost. 
The site of infection must be investigated thoroughly. 
Those of us who see the after-results in the form of 
dementia praecox, which would not have occurred other- 
wise, apparently imexplicable forms of manic-depressive 
mental disorder, and mental defect, which does not date 
from birth, know that even then swabs of the nose and 
throat nearly always show various pathogenic organisms. 
Even if these are only secondary infections they supply 
material valuable for treatment in the later stages, and 
indicate how much might have been effected at first by active 
local and general treatment for combating infection. But 
we have also noticed that many serious sequelae are often 
associated with other abnormal conditions, such as diseased 
teeth, and toxaemia of the alimentary tract. These must 
have been present at first, and may have determined the 
issue. But they are scarcely ever mvestigated, or at the 
most by a perfunctory question as to whether the bowels 
act every day. Further, it must be realized that the 


‘infected areas are at the base of the brain. Disorders of 


emotion are therefore much more common than any in- 
tellectual failure, especially at first. Usually this is aot 
taken into consideration at all.—I am, etc., 

Birmingham, Dee. 18th, 1926. W. A. Ports, M.D. 


SANATORIUM TREATMENT. 

Sir,—I have no claims to be considered an expert in 
statistics, but I have a certain knowledge of the clinical 
course of pulmonary tuberculosis in the district where 
T work, and [ shall confine my remarks to the incipient 
cases considered in Dr, Stocks’s memoir. I believe that 
the sanatorium-treated group was a selected group of 
patients with progressive disease for the following reasons. 

(1) The fact that only 25 per cent. of incipient cases 
received sanatorium treatment suggests strongly that some 
method of selection was employed. The tuberculosis officers 
would urge treatment in those cases where it appeared to 
be most necessary: the patients would be more likely to 


accept their advice if they felt too ill to follow their | 


normal mode of life. 

(2) A study of the graphical representation of the 
progress ef incipient cases on page 415 of Dr. Stocks’s 
menoir supports this view. The sanatorium-treated group 
shows a higher percentage of ‘‘ dead ” and “ progressive " 
cases at every single time period of the six years under 
review. This suggests to Dr. Stocks that sanatorium 
treatment had a bad effect: it suggests to me that this 
group contained a high proportion of patients with 
progressive disease. 

(3) The patients were not reclassified at the time of 
their admission to the sanatorium. 

(4) The data in the memoir support this view so far as 
they yo. The difficulty is that these data are so inade- 
quate as to be merely straws which show which way the 
wind is blowing. For example, the sanatorium-treated 
group shows a higher proportion of cases with marked 
systemic disturbance. This systemic disturbance was 
assessed apparently on a single observation of the tem- 
perature and pulse rate. If observations on the morning 
and evening temperature had been recorded for a fort- 
night before classification, they might well shew a sub- 
Stantially higher proportion of cases with systemic dis- 
turbance in the sanatorium-treated group. If this was 
done there is no record of it in the memoir: if it was 
not done, the authors of the memoir are not in possession 
of the necessary data to attempt to assess the systemic 
disturbance. I submit that this factor alone might reverse 
the conclusions of the authors. 

Again, the weights of the sanatorium-treated group fell 
on an average half a pound before admission, while the 


noh-sanatorium-treated group increases by about half @ 
pound during the same time interval. Dr. Stecks regards 
these differences as insignificant, but indeed he has already 
shown in the memoir that nutrition has only a small 
influence on progress (pp. 438-440). Yet in his letter >f 
December llth, 1926, he says that the existence ef selec- 
tion was precluded by the most accurate ible method— 
that is, a study ef the weight eurve. I coneede his point. 
that the differences of weight were imsignifieant in the 
different groups and advance further that the weighing 
machine is unable to show whether a patient. is suffering 
from incipient ‘‘ epen ” tuberculosis or incipient. ‘‘ closed ” 
tuberculosis. This is shown by figures frem the Forster 
Green Hespital. During 1921, 57 patients, classified as. 
‘‘ incipient’? om admission, were discharged. Of these, 
24 had tubercle bacilli in the sputum, and their average 
weight on admission was 8 st. 11 I. ; their average gain of 
weight in the sanatorium was 8 lb. The other 33 patients,, 
who had ne sputum er in whese sputum no tubercle bacilli 
were found, had an average weight of 8st. 10 lb, on 
admission and an average gain ef weight of 94 lb. 

This leads one to inquire as to the prepertions of, 
T.B.+and T.B.—cases in the sanatorium-treated and non- 
sanatorium-treated groups. But it has been peinted out 


‘ already by several of your correspondents that this informa- 
| tion is not available in anything like a complete form. 


Both in the memoir and in the ensuing eorrespendence 
Dr. Stocks has not faced the fact that the presence of 
tubercle bacilli in the sputum is the most important single 
factor in prognosis. Throughout the statistical tables two 
groups of cases with quite different prognosis are mixed in 
unknown proportions. As there are no complete records 
of sputum examinations, these groups cannot be dis- 
entangled by any statistician, however expert.—I am, etc., 
B. R. Cranks, M.D., 


Medical Superintendent, Forster Green 


December 14th, 1926. ital, Belfast. 


*CHOLECYSTOGRAPHY. 

Srr,—In the issue of the Brrrism Meprcan for 
November 6th (p. 864) I have noticed a letter from 
Mr. G. P. B. Huddy, M.S., FP.R.C.S., on a fatality which 
occurred following the injection of sodium tetraiodophenol- 
phthalein. So far as I know this is the only fatal case 
which might. be considered due to the injection of tetra- 


- jodophenolphthalein. It has seemed to me advisable to call 


attention to the fact that not only was the dose nearly 
twice as much as the dose which my associates and FE have 
recommended in our publications, but that alse certain 


precautions whieh we have stated repeatedly as being 
- desirable, if not necessary, were not. taken in this case. 


Mr. Huddy states that the patient was given 5} grams of 
sodium tetraiodophenolphthalein. The largest. dese which 


- we have given to a human being is 35 grams, and we usually 


do not give more than 3 grams. We never give more than 
0.06 gram per kilo of body weight. I cannot understand | 


how Mr. Huddy could get the impression that 5} grams 


was a suitable dose. In all of our publications we have 
‘advised strongly giving the dose in two injections about 
half an hour apart. By dividing the dese in this way a 
patient who happens to have an idiosyncrasy can almest 
always be detected before receiving the whole dose. 

If the newer substance, which was recommended m my 
address before the British Medical Association, published 
in the Britisa Mepican Journan for October 16th, 
1926, be used, a very much smaller dose can be given. 
We now use almost exclusively this new substance called 
phenoltetraiodophthalein, which is a chemical isomer of 
tetraiodophenolphthalein. A suitable dose of this newer 


- substance for the average sized adult is 0.04 gram per kilo 


of body weight. We have never found it necessary, how- 
ever, to give more than 2.5 grams of it to any aduit. 
Since using this newer substance and exercising the precau- 
tions which we have always emphasized, we have had no 
serious toxic effects. This matter is taken up im detail 
in my article to which reference was made above. It° 
should be mentioned also that only a pure drug should 
be used. Unfortunately at present it is impossible to 
exercise any kind of supervision or control over the manu- 
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facture of these substances; and probably, just as in the 
case of salvarsan, some deaths will occur from the usd of 
impure products. 

I feel very greatly indebted to Mr. Huddy for publishing 
the details of this fatal case. Certainly any catastrophe 
like that should be given full cages Cholecystography 
is a comparatively new procedure and it is possible that 
more deaths may occur. My only purpose in writing this 
letter is merely to point out the facts that the dose which 
was given to this patient of Mr. Huddy’s is nearly twice 
the size of the maximum dose which we have ever used 
in a human being, and also that certain precautions 
which we have very carefully taken pains to recom- 
mend in most of our publications were disregarded in 
this case. For these reasons it would seem to me unfair 
to the method to have any reader conclude from the 
report of this case that the method, when properly carried 
out, is essentially one that is dangerous to life. However, 
I do not wish to give the impression that it is entirely 
free from danger. In the case of the intravenous injection 
of any substance meticulous care is necessary as regards 
dosage, preparation of the solution, method of administra- 
tion, etc. Finally, the fact remains that several thousand 
people have received intravenous injections of tetraiodo- 
phenolphthalein and of its isomer, phenoltetraiodophthalein, 
without a death when the procedure has been carried 
out with the precautions which we have urged.—I am, etc., 


Evarts A, Granam, 


Washington University, St. Louis, Professor of Surgery. 


U.S.A., Dec. 1st, 1926. 


THE AGE INCIDENCE OF RHEUMATISM. 


Srr,—Recent correspondence has directed attention to 
the importance of rheumatism as a factor in invalidity and 
mortality statistics, and the question therefore arises of 
the extent to which the disease, and more particularly its 
cardiac complications, are preyalent. among the various 
groups of school children medically examined by the local 
education authorities. Taking the time that the symptems 
of rheumatism begin to appear to be about the fourth 
year of life, it has been found, from.a survey in this 
district extending over several months, that the disease and 
its cardiac complications were present in the following 
percentages : 


Rheumatic Cardiac 
Age Groups. (early symptoms). Complications. 
12 years and over ... 


These figures aro self-explanatory, and, while different 


- areas may present different percentages, it would appear 


that, although preventive or curative measures could be 
undertaken with most prospect of success in ‘‘ entrants ”’ 
and would no. doubt be amply repaid, the problem is not 
one- of the school medical service alone, but invites the 
co-operation of parents, sanitary authorities, guardians, 
and probably other organizations. 

From the point of view of the school medical service, the 
difficulties of efficiently dealing with the whole problem of 
rheumatism in tho‘school child are undoubtedly real, and 
I think the gravity of the situation calls for further effort 
and investigation.—I am, etc., 


Barking, Dec. 15th, 1926. K. Simpson, S8.M.O. and M.O.H. 


TREATMENT OF SYNCOPE. 

Sir,—It is in the knowledge of most practitioners that 
pregnant women are prone to faint, especially during the 
first three or four months; more especially is this so when 
a hard instrument, such as a sound or curette, is introduced 
into the cavity of the uterus. I once diagnosed pregnancy 
when told by a fellow practitioner that he had been 
frightened by a patient going into a dead faint after the 
introduction of a sound. This patient was suffering from 
an intermittent haemorrhage, so it is not such a good 
example; but she proved to be pregnant, as she aborted a 
week afterwards. Now in these severe fainting attacks, 
due to irritation of the abdominal nerves, when the patients 
really bieed to death into their abdominal blood vessels, 


there is one method of bringing them round which should 


be well known, as it is very old, and that is, immediately 


the death-like lividity of the face is seen by the medical 
attendant, to place himself between the legs and elevate 
the body on to his shoulders; the quicker and the more 
roughly this is done the better: the colour immediately 
becomes rosy, and the pulse is again felt at the wrist. 
Artificial respiration is worse than useless. 

The same method applies to chloroform heart failure; 
whether there is ventricular fibrillation or not it always 
seems to answer. I have often seen apparently dying 
patients come round when this has been done. A.C.E. 
mixture is probably the most dangerous anaesthetic that 
can be used, no doubt because it does not sufficiently 
prevent reflex shock. I was warned against it as a student, 
and have since seen many bad cases of syncope under its 
use. If chloroform has to be used, as the handiest and most 
useful anaesthetic, as it is, in private practice, or a dental 
consulting-room, where ability to depart quickly after the 
operation is desirable, then give it as Dr. Frank Paul of the 
Liverpool Royal Infirmary used to teach. Drop chloroform 
on to the mask until the patient is losing consciousness; 
then use another mask with about half an ounce of ether 
on it, until the colour of the face becomes rosy and the 
breathing heavier; then again give chloroform freely untl 
there is relaxation. By doing this struggling is to a great 
extent avoided, and a rapid induction is obtained which 
appears to be, practically, as safe as can be. In giving 
ether by the cpen method a few drops of ethyl chloride ¢n 
the mask at the start saves ether, and makes for a rapid 
and comfortable induction.—I am, etc.,’ 


Wallasey, Dec. 9th, 1926. F. Inman, M.B. 


MONGOLIAN DEFECTIVES. 

Sim,—In the Jovnnat for December 4th (p. 1080) 
Dr. F, G. Crookshank has pointed out that in his opinion 
one of the arguments I used in my Henderson Lecture to 
prove that ‘‘ mongolism ’’ is a pathological condition and 
not atavistic is not valid. Even if that is so there are still 
so many facts to support my view, which is that commonly 
accepted, that very strong evidence would be required to 
make me change it. I regret that I cannot regard the 
homologies so learnedly and cleverly expounded in The 
Mongol in our Midst as providing such evidence. In a 
fairly large experience I have not come across the transi- 
tional cases, the mongoloids, of whom Dr. Crookshank 
writes, or rather I have never seen a person of average 
intelligence suffering from mongolism. On the atavistic 
theory they should be fairly common. 

Dr. Crookshank claims that Gans has shown that ‘‘ the 
brain of the Mongolian defective is distinguished by just 
those characters that distinguish the brain of the Chinese 
child and the orang.’”? It may be that my imperfect know- 
ledge of Dutch has misled me, but I think that is a very 
free translation of Gans’s meaning and of his references to 
the work of Kurz and Kappers on Chinese brains. The 
homologies, which Sera has discovered, between Japanese 
and orang skeletons can obviously have no bearing on 
the nature of mongolism unless Mongolian defectives are 
genetically related to the Japanese or the orangs, which 
is the very point in dispute. 

I do not think that anything is yet certainly known as to 
the nature of mongolism, and if we assume that it is 
atavistic we may conceal our ignorance from ourselves and 
possibly from some others, but we shall tend to stifle 
research along physiological and pathological lines, which 1s 
likely to lead us some day to the truth.—I am, etc., 

R. D. CLarKson. 


Royal Scottish National Institution, Larbert, 
Dec. 16th, 1926. 


SURGERY IN GENERAL PRACTICE. 
Sir,—For many months past one has read few pro- 
fessional papers, lectures, etc., by eminent surgeons which 
have not contained sneers at the ‘‘ occasional surgeon.”’ 
Probably the occasional surgeon varies in skill and judge- 
meat, as ‘indeed does the consultant and pure surgeon. 
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Nevertheless, I contend that the occasional surgeon serves 
a very useful function. In many, perhaps most, instances 


he is really keen on surgery, has-a natural bent for it, 


and has served quite a thorough apprenticeship, but on 
account of financial or other reasons has not been able to 
“hang on” indefinitely at his own hospital awaiting a 
vacancy on the staff. Unless he has a good deal of confi- 
dence in his ability as a surgeon he will not dare to under- 
take major operations when he goes into general practice, 
for he knows that a few unsuccessful operations will do 
his practice as a whole a great deal of damage. He is 
therefore unlikely to undertake an operation unless he 
feels it to be well within his powers. His operative work 
takes up a deal of his time, for which he is not recom- 
pensed by adequate fees. It is not a good financial 
proposition, but it adds interest to his work. 

Possibly the eminent surgeons who make public criticisms 
forget that they themselves one day performed their first 
major operation, probably with a good deal of trepidation, 
and perhaps it was not done as well as it might have been. 
Possibly, also, in their first few hundred operations they 
lost a life or two which a man of greater experience might 
have saved. Did this deter them from operating any more? 

May I suggest that good surgery is not confined to 
“Harley Street”? and that all Harley Street surgery is 
not good. It is not every patient who can afford Harley 
Street fees or who is within easy reach of it. Are we to 
on’? our-cases of perforated gastric ulcer and ful- 
minating appendicitis until we can get the services of a 
pure surgeon—perhaps twenty-four hours later and at a 
prohibitive cost? I know of many lives lost thus. 

Personally I have not yet reached the position where 
T am called in to operate by my non-operating colleagues, 
but apart from eve and throat work I tackle all operations 
arising in my own practice unless they involve a tech- 
nique with which I have had no opportunity of making 
myself familiar—for example, Wertheim’s operation. I am 
not aware that my efforts have done anything but good, 
and I consider that my patients have reason to be grateful 
to me, as indeed I believe they are. I have been operating 
in general practice for over seven years and I have lately 
lost my first operation patient, and in this case I do 
not think that all Harley Street would have produced a 
happier result. Doubtless | have been lucky.—I beg, Sir, 


to remain 


December 7th, 1926. An OccasIONAL SURGEON. 


Gnibersities and Colleges. 


UNIVERSITY OF OXFORD. 


THE Board of Management for the Francis Gotch Memorial] Prize 
has awarded the prize for 1926 to Frank Hawking, scholar of 
University College. This prize, consisting of a bronze medal and 
£5, is awarded annually after examination to a member of the 
University who has werked in the Physiological Laboratory for at 
least three terms and has not exceeded fifteen terms from 
matriculation. 


The following candidates have been approved at the examination 
indicated : 


Finau B.M., B.Ca.—Medicine, Surgery, and Midwifery: M. D. Bower, 
C. 8, Broadbent, J. G. A. Davel, C. W. Flemming, L. O. F. Fysh, 
A. H. Gale, C. L. Harding, R. A. Haythornthwaite, R. C. Hodges, 
O. Hooper, C. W. Hope-Gill, R. Illingworth, T. M. Ling, G. E. 
Macdonald, R. G. Macgregor, C. W. Mackenzie, P. C. Mallam, F. G. 
Parker, W. F. H. Ray, W. D. B. Read, D. A. Robertson, E. M. 
Wright, Grace Batten, Rosaleen L. Graves. Materia Medica: A. R. 
Bowtell, C. F. J. Cropper, R. C. Hodges, A. P. Kingsley, R. Nutt, 
H. G. Pritchard, E. E. Swaby, L. H. Thomas, J. W. de W. G. 
Thornton, Florence H. Johnson, Garoline E. MacNeice. Pathology: 
H. H. Aitchison, A. R. Bowtell, H. A. Byworth, G. Campbell, C. F. J. 
Cropper, J. G. A. Davel, C. R. Greene, R. M. J. Harper, G. E. Mac- 
donald, J. K. Marshall, M. G. Pearson, L. T. Ride, H. G. Wells. 
Forensic Medicine and Hygiene: L. W. H. Bertie, W. H. Brown, 
R. T. V. Clarke, C. L. Cope, J. G. A. Davel, C. W. Flemming, 
L. O. F. Fysh, A. H. Gale, O. Hooper, C. W. Hope-Gill, R. Iling- 
worth, G. L. M. Inkster, G. E. Macdonald, R. G. MacGregor, C. W. 
Mackenzie, R. C. Probyn-Williams, J. W. Pugh, W. F. H. Ray, 
D. A. Robertson, Grace Batten. 


UNIVERSITY OF CAMBRIDGE. 


THE following candidates have been approved at the examinagion 
indicated : 


TuIrD M.B.—Part I. Surgery, Midwi’ery and Gynaecology: R. G. 
Apthorpe, E. 8. Bolton, H. 'T’. Cox, A. T. Curnow, R D. Curran, 
K. E. D. Dauncey, A. A. Digges La Touche, M. G. Fitzgerald, F, H. 
Gillett, H, K. Goadby, F. Goldby, V. C. J. Harris, J. A. Hartley, 


A. 8. Hollins, F. 8. Hubbersty, C. E. Kellett, F. Kellett, R. L. 
Lancaster, C. J. Laviers, R. M. B. MacKenna, B. W. S. Mackenzie, 
T. F. McNair Scott, 8. R. Matthews, G. C. Milner, E. A. Nicoll, vu. L. 
Owen, G. E. Parker, R. Pearce, 8. A. Phillips, C. L. Potts, L. W. 
Proger, W. P. Purvis, J. H. Randal}, D. N. Rocyn-Jones, R. P. Ross, 
N. L. Russell, H. W. Sadlier, E. M. Shackel, L. A. P. Slinger, 
H. Smith, W, E. Snell, J. F. Stent, C. I. Tuckett, 8. Tysgaraja, 
C. W. Walker, R. Watson, C. G. Windsor, C. E. Woodrow. Women: 
‘L Caley, G. M. B. Morgan, K. A. Muir, C. J. Ormerod. Part II. 
Principles and Practice of Physic, Pathology and Pharmacology 
A. —— ea G. Bentiif, B. H. Burns, G. P. Chandler, A. B 


Johnson, F. W. Law, A. V. Mackenzie, B. W. 8. Mackenzie, 
R. Marnham, J. G. Milner, J. W. Monro, J. L. Morgan, J. Morris, 
R. T. Mummery, H. E. Nourse, G. E. Parker, O. P. Pinckney, 
C.G. E. Plumstead, J. D. Procter, J. H. Randall, D. Riley, F. C. 
Roles, C. J. L. Sharp, D. G. Shields, W. E. Snell, G. F. Taylor, 
F. H. A. Waiker. Women: M. G. P. Reed, D. 8. Tait. 


UNIVERSITY OF DURHAM. 
AT aconvocation held at the College of Medicine, Newcastle-on 


Tyne, on December 18th, 1926, the following degrees and diploma 
were conferred : 


M.D. (Practitioners of 15 Years’ Standing).—A. P. Cawadias, E. R. 
Griffiths 


M.8.—R. C. Brown. 

M.B., B.S.—L. Barber, Ethel Browell, 8. Carnofsky, W. A. Carruthers, 
R. RB. Dodd, D. Ewart, L. Livingston, M. A. 8. Margai, A. T. H. 
Marsden, H. O. Martin, E. H. Moseley, J. Niman, H. O'Connor, 
B. Bussell, A. L. G. Simpson, R. B. 8. Smith, N. Spark, E. P. 
Tulloh, J. H. Weir, F. Young. 

B.Hy. anp D.P.H.—Doris Helen Mofyer, P. J. O’Connell, B. F, Tredre. 


The following candidates have been approved at the examination 
indicated : 


Turrp M.B., B.S.—Pathology and Bacteriology; Materia Medica, 
Pharmacology and Pharmacy; Public Health; Medical Juris- 
prudence: G. Kahn, J.C. V. Hindhaugh, J. H. Hudson. Pathology 
and Bacteriology; Materia Medica, Pharmacology, General Prin- 
ciples of Therapeutics, and Pharmacy; Public Health; Medical 
Jurisprudence: M. A. Gaffar. 


UNIVERSITY OF LEEDS. 


THE following candidates have been approved at the examinations 
indicated : 


M.D.—J. Cardis, A. M. Clay, F. W. M. Greaves. 

M.B., Cu.B.—Part I: F. V. Allen, 8. Bregman, L. Brill, J. W. 
Crosfill, H. W. Davis, J. Donovan, L. B. Flathor, 8. K. Foster, 
Il. Godlove, Dorothy Halstead, P. Hampshire, R. C. Hanson, L. B. 
Heseltine, H. Hopkinson, J. H. Khan, Esther M. Killick, W. E. L. 
Lawson, J. Leibermann, J. O’Donnoll, T. L. Owen, N. Pyecroft, 
R. J. H. Raines, D. R. Riddell, Doreen M. Robertshaw, A. C. 
Shuttleworth, L. Silman, V. P. Squire, J. O. Terry,and J. BE. H. 
West. Part IT: Mary Lightowler, W. Milligan, A. L. Mitchell, 
A. Shufleder. R. P. Viret, and J. Walker. Part III: Rosie B. 
Becker, I. Berenblum, IL. D. Black, T. H. Carr, G. F. Dimmock, 
J. 8. Dinsda'c, H. G. Garland (distinction in medicine), R. C. D. 
Hann, Marjorie Haynes, I. Kovolman, H. A. Ledgard, 8. L. Lord, 
G. H. Lowe, T. H. Monies, G. Thompson, R. P. Viret, and J. Walker. 

.P.H.—G. R. Baxter. 

IN PsycHOLOGICAL MEDICINE.—H. Edelston, K.C, L. Paddle, 

and J, Russell. 


The West Riding Panel Practitioners’ Prize in Medicine was 


divided between H. G. Garland and 8. J. Hartfall. The Littlewood 
Prize in Anatomy was awarded to P. R. Allison. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND. 
Primary Fellowship Examination. 
THE following forty-nine candidates have been approved at the 
first examination for the Fellowship: 


Vv. M. Albuquerque, E. F. Barnardo, J. C. Barrett, C. V. Bloom, A. M. 
Boyd, W. H. Bremner, E. C. B, Butler, W. S. Chapman, B. (hand- 
hurt, W. W. Craner, J. Crooks, L. Dass, H. I. Deitch, A. D Everett, 
J. Fitzsimons, P. H. Fox, A. C. Gairdner, J. M. Gibson. Winifred M. 
Gray, W. P. Greenwood, C. M. Gwillim, EK. W. D. Hartley, T. H. 


Johnston, A. L. Kerr, L. E. Tue Souéf, O. V. Lloyd-Davies, J. 
Loughridge, T. K. 8. Lyle, J. McFadzean, G. K. McKee, G. 
Morley, Eileen S. Morris, M. G. Nimatallah, M. V. P. Peiris, A. 
Philps, R. Purvis, R. 8. Pyrah, L. A. Richardson, W. M. Robb, G. 
Robinson, E. M. Sharples, H. T. Simmons, J. F. Simpson, V 
Thompson, J. M. Yoffey. 


CONJOINT BOARD IN IRELAND. 


THE following candidates have been approved at the examinations 
indicated : 


FINAL EXAMINATION.—D. P. P. Barry, F. A. Caraher, J. J. Lee, P. H. M. 
McEntee, W. Monnelly, Patricia O'Kane, D. L. Trant, T. Walshe, 

DIPLoMA IN PsYCHOLOGICAL MEDICINE.—Part I: Dr B. F. Honan. 

PRIMARY FELLOWSHIP EXAMINATION.—W., C. Somerville-Large. 

Frxau FrLLowsHIe EXAMINATION.—I. J. Fraser, Mary G. Hogan, 
A. 8. ff. O'Carroll. 


Winter Session, 1925-1926, and Summer Session, 19296.—The following 
prizes have been awarded in the later subjects of the curriculum: 
—Forensic Medicine: Second prize aud certificate, Miss D. F. 
Weir and P. F. Murray. Materia Medica: First prize and medal, 
A. J. Devlin. Pathology: First prize aud medal, A.J. Devlin; 
second prize and certificate, W. G. Greene. Operative Surgery: 


Gold medal, P. O’ Neill; silver medal, P. O’Callaghan. 
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Obituarp. 


JOSEPH EBENEZER ADAMS, M.S., F.R.C.S., 


Surgeon to St. Thomas's Hospital and to the East London 
Hospital for Children. 

We greatly regret to record the death of Mr. Joseph 
Adams, which took place on Tuesday, December 2lst, 
1926. He was the fifth son of the late William Adams, 
and was born on February 7th, 1878. On leaving the City 
of London School. he gained the entrance scholarship at 
St. Thomas’s Hospital. He had a distinguished career 
as a student, taking several prizes, and qualified with the 
M.R.C.S., L.R.C.P. of the English Conjoint Board in 
1902. After serving as house- 
surgeon at St. Thomas’s 
he graduated M.B., B.S.Lond. 
in 1904, and obtained the 
Fellowship of the Royal College _ 
of Surgeons; in that year too — 
he gained the Beaney Scholar- 
ship in surgical pathology.- 
From 1905 until 1909 Adams — 
held the posts of surgical 
registrar and resident assistant 
surgeon at St. Thomas’s, and 
was shortly after elected assis- 
tant surgeon to the East 
London Hospital for Children, 
Shadwell. He became much 
attached to Shadwell, and re- — 
tained his position on the- 
active staff until his death, 
when he was senior surgeon 
to that institution. In 1911 
he obtained the M.S.Lond. 
degree, and two years later 
was elected assistant surgeon 
to St. Thomas’s Hospital, 
being promoted full surgeon 
in 1923. 

In 1913 he was elected 
Hunterian Professor at the 
Royal College of Surgeons of 
England, taking as his sub- 
ject peritoneal adhesions. This 
lecture incorporated the result 
of a great deal of experimental 
work, for at this early’ stage 
of his career he was already 
taking a deep interest in the~ 
purely scientifie side of his pro- 
fession, and until his death 
he was occupied with research 
chiefly in relation to abdo- ne 
‘minal diseases. His experimental work was always carried 
out with thoroughness and the characteristic attention to 
detail which stamped everything he did. The results of 
some of these investigations were used as the basis of a 
second Hunterian Lecture, which he gave early last year, on 
the surgery of the jejunum (Britisa Mepicat Journat, 
April 10th, 1926). Shortly before the war he wrote a 
book on acute abdominal diseases, with the collaboration 
of Dr. M. A. Cassidy, which more recently he himself 
revised and enlarged. Although chiefly interested in abdo- 


minal work he took an active interest in many other 


phases of surgery. Adams was generally to be seen at 


surgical meetings, whether of the Association of Surgeons, ~ 


of which body he was an original member, the Surgical 
Section of the Royal Society of Medicine, or other 
sections. When he spoke, he spoke clearly, concisely, and 
to the point. He was a great reader and contributed a 
number of carefully written articles to the medical journals, 
among which may be mentioned his address on the 
mortality of appendicitis, published in these columns on 
April 18th, 1925. His operative work was characteristic of 
that same care and deliberation which was so much a part 
of his personality. He was enthusastic about teaching at 


E. Apams, M.S., F.R.C.S. 


St. Thomas’s, and being.a clear thinker himself he pre- 
sented his subject in that logical way which makes for good 
teaching. 

Adams never shirked his hospital work. He was a man 
of character with high ideals, and he considered that the 
training of his house-surgeons and his dressers was a duty 
not to be lightly undertaken. He often carried on when 
suffering severe physical discomfort. For years he was 
handicapped by a disability the cause of which—namely, 
a congenital diaphragmatic hernia—was not made fully 
clear until after his death. In 1916, whilst serving as a 
Captain R.A.M.C.T. on the @ la suite staff of No. 5 
General Hospital (St. Thomas’s) and at King George’s 
an exacerbation of symptoms prevented him from serving 
oversea. This is known to his intimate friends to have 
been a very real grief to him, 
but his reserved nature made 
~him shrink from any discussion 

of his disability. All through 
his life absolute straight deal- 
ing and integrity were the 
dominating features of his 
character. In the early days 
when he was resident assistant 
surgeon at St. Thomas’s he was 
looked up to and trusted by 
College House. It would have 
been impossible for Adams 
to do a mean or crooked 
action. He was generous both 
in his thoughts and actions, a 
characteristic which was never 
paraded, for being a sensitive 
and reserved man he some- 
times cloaked his real feelings 
under veil of sarcasm. 
Although, as a_ student, he 
played cricket for the hospital, 
and later took to golf, what 
he liked best was to get away 
quictly to the country with 
his wife. For the last few 
years he had a cottage near 
Penshurst in Kent, and 
nothing gave greater 
pleasure than to get his friends 
and his students down there 
with him. Everybody had to 
garden, and he was the keenest 
gardener of all. 

His tragic death at the early 
age of 48 is a real loss to the 
profession, to the hospitals it 
which he worked, and to his 
friends, 


_The death of Professor Kart Josrrx Enertn in his 


91st year, on December 2nd, at Halensece, near: Berlin, 


where he was living in retirement, removes from the world 
one of the pioneers of bacteriology and the Nestor of 
German pathology. Born on September 21st, 1835, he 
studied’ under K@lliker, Virchow, Leydig, and Heinrich 
Miller at Wiirzburg, where he wrote his doctor’s thesis on 
Trichocephalus dispar in 1859. In 1865 he was appointed 
professor of pathological anatomy at Ziirich, and nine 
years later professor of histology at the veterinary school 
in that city, where he remained until 1881. He was then 
called to the chair of histology and comparative anatomy 
at Halle, where in 1895 hé was made professor of patho- 
logical anatomy and director of the pathological instittte, 
and remained until his retirement. His discovery of the 
typhoid bacillus, for which he is best known, was described 
by him in Virchow’s Archiv in 1880 and 1881. His other 


bacteriological writings include papers on pseudo-tuberculosis - 


in the guinea-pig, coccal infection in the parrot, and 
contagious diseases in rodents. Eberth’s activities, how- 
ever, were not confined to bacteriology. In addition to 
important investigations on thrombosis, carried out for 
several years in conjunction with Schimmelbusch, he pub- 
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lished studies on the histological structure of the liver, 
regeneration of epithelium, amyloid disease, leukaemia, 
and growth of bone. Eberth was a master of microscopical 
technique, and was therefore admirably fitted for editing 
Friedlinder’s work on this subject. He was also the 
editor of the Fortschritte der Medizin and other medical 
journals for some years. 


_ Dr. Huan Campsext Ross died on December 14th, 1926, 
of pneumonia on his way to this country from India, and 
was buried at sea. He was born in 1875, a son of General 
Sir Campbell Ross, K.C.B., and the younger brother of Sir 
Ronald Ross. He received his medical education at St. 
Thomas’s Hospital, and took the diplomas of M.R.C.S. and 
L.R.C.P. in 1898. He served in the South African war as 
a civil surgeon, receiving the Queen’s medal and five clasps, 
and also, from 1902 to 1906, in the Royal Navy. From 
1906 to 1908 he was medical officer in the Public Health 
Department, Egypt, and was specially engaged in the 
control of mosquitos. In 1908 he resumed work at the 
Royal Southern Hospitul and the School of Tropical 
Medicine, Liverpool, and in 1910 was appointed director’ of 
the research fund established by the late Mr. McFadden, 
a broad-minded and generous American. His researches 
were directed mainly to the nature and prevention of 
cancer, upon which he published a number of papers. He 
also contributed a chapter 6n Egypt to his brother’s book 
on the prevention of malaria. In 1913 a paper by him on 


gasworks pitch industries and cancer was published in our 


columns, 


Dr. Joun JoserH MacDonnetz, who died in the first 


week of December, 1926, reccived his medical education 
at Queen’s College, Galway, and obtained the diplomas 
L.R.C.P. and L.R.C.S.Ed. in 1879. He practised at 
Letterfrack, co. Galway, for forty-three years, and was in 
charge of the Renvyle Dispensary District. He was for 


many years a member of the South Connaught Division of - 


the British Medical Association, and was held in much 
respect by his colleagues in the district. His elder brother 
was the late Lord MacDonnell, at one time member of the 
Council of India, and for six years Under Secretary of 
State in Ireland. Another brother was the late Dr. Mark 
MacDonnell, formerly M.P. for Queen’s County. 


Medical Actus. 


LADIES and friends of medical men are invited to the 
meeting of the Post-Graduate Hostel at the Imperial Hotel, 
Russell Square, W.C., on Tuesday, January 4th, when Dr. 
Charles Goddard will deliver, at 9 p.m., an address entitled 
‘* Lord Lister, by One who knew him.”’ , 

THE Friday evening discourses at the Royal Institution of 
Great Britain, which are given at 9 o’clock, will be resumed 
on January 2lst, 1927, when Sir William Bragg will speak 
on Tyndall’s experiments on magne-crystallic action. On 
January 28th Dr. E. P. Cathcart, F.R.S., professor of chemical 
physiology in the University of Glasgow, will discuss the 
physique of women employed in industry. 

THE Hunterian Lecture will be delivered before the 
Hunterian Society of London at the Mansion House at 9 p.m. 
on Monday, January 17th, by Dr. J. M. T. Fiuney of Balti- 
more, who has chosen as his subject ‘‘ The influence of John 
Hunter on American surgery.”’ 

THE Nobel prize for chemistry for 1926 has been awarded 
to the Swedish professor Dr. Svedberg. Up to the present 
the recipients of the Nobel prizes for physics, literature, 
chemistry, medicine, and peace are ranged in the following 
order: German 28, French 21, British 15, Swedish 9, Swiss 8, 
American 7, Dutch 6, Danish 6, Belgian 5, Austrian 5, Nor- 
wegian 4, Italian 4, Spanish 2, Polish 2, Canadian 2, Russian 1, 
Indian 1. 

THE Joint Nursing and Midwives’ Council of Northern 
Ireland, being about to revise its list of examiners, invites 
applications from registered medical practitioners, including 
Women (resident in Northern Ireland), who would be willing 
to act. Particulars can be obtained from the Registrar, 
118, Great Victoria Street, Belfast, to whom application 
should be sent not later than January 15th. 

Magor R. W. H. Jackson, B.A., M.D., D.P.H., Assistant 
Controller British Red Cross Society (Carnarvonshire), has 
been elected a member of the Carnarvonshire Territorial 
Association. 


THE Ministry of Health has issued a circular to publio 

health authorities prescribing the character of the report a 
medical officer of health should present for 1926. It should: 
be an ordinary report, and not the full survey report asked 
for last year. The Ministry laments that some of these full 
reports have not yet been received. 
- ‘THE next French Congress of Legal Medicine will be held 
at Lyons in July, 1927, under the presidency of Professor 
Etienne Martin, when a bust of the late Professor Lacassagne 
hie be unveiled and the following subjects discussed : 
(1) Pathological thieving, introduced by MM. Raviart and 
Nayrac of Lille; (2) accidents caused by electric currents, 
introduced by M. Naville of Geneva; (3) wounds caused by 
projectiles, introduced by M. Piédeliévre of Paris. 

INTERNATIONAL post-graduate courses will be held in Berlin 
during March and April, and will include general medicine, 
diseases of the kidney and the circulatory system, and radio- 
logy. A course in diagnosis and therapeutics wil! occupy the 
first fortnight in April, and opportunity will be provided for 
clinical and laboratory work in Berlin hospitals. Further 


‘information may be obtained from the Office of the Iuter- 


national Post-Graduate Courses, Kaiserin Friedrich-Haus, 
Luisenplatz 2-4, Berlin N.W.6. 

THE Ministry of Health has issued a circular (No. 750) to 
Poor Law authorities in England and Wales with reference 
to the provision of ‘surgical dressings. Arrangements have 
been made with the director of the Manchester testing house 
to report upon samples of dressings sent to him by boards of 
guardians at specially reduced fees. It is suggested that 
before boards enter into any fresh contract for the supply of 
surgical dressings.a stipulation should be made that the 


-goods should be of the standard spccified in the British 


Pharmaoccutical Coder, 1923, as amended. With a view to 
economy it is recommended that bandages ol three or four 
yards in leugth should replace to some extent the usual six 


“yards standard. 
’ ,. VISCOUNT KNUTSFORD, who presided at the annual meeting 


of the British Charities Association, reported that the grants 


made by the association during the year amounted to £76,700, 


an increase, as compared with the previous year, of £46,000. 
A distribution to the British hospitals beyond -the London 
area amounting to £45,000, a grant to King Edward’s Hospital 
Fund for London of £:0,000, and to the Leaguc of Mercy of 
£5,000 constituted the bulk of this sum. 


Letters, Notes, and Anstuers. 


All communications in regard to editorial business should be 
addressel to The EDITOR, British Medical Jourral, British 
Medical Association House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for. publication 
are understood to be offered to the Baitisn Mepicat Journan 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not uecessarily for publication. 

Authors desiring REPRINTS of thew articles published in the 
British Mepicat JournaL must communicate with the Financial 
retary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference io ADVERTISEMEN'S, as well 
as orders for copies of the Journat, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBERS of tle British Medical Association 

_ and the British Mepicas Journan are MUSEUM IS61, 9862, USES, 
and 9864 (interna! exchange, fou: lines). 

The TELEGRAPHIC ADDRESSES are: - 

of ths Brrrish Mepicat Journat, Ailiology Westcent, 
ondon. 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulute Westcent, London. 
MEDICAL SECRETARY, Mcdisccra Westcent, London. 

The address of tlie Irish Office of the British Medica! Asso- 
ciation is 16, South Frederick Street, Dublin (telegrams: 
Bacillus, Dublin; telephone: 4737 Dublin), and of the Scottish 
Office, 6, Drumsheugh Gardens, Edinburgh (telegrams: Associate, 
Edinburgh; telephone: 4361 Central). 


QUERIES AND ANSWERS. 


CHRONIC OBESITY. 

Dr. G. H. Rutrer (Eastbourne) writes in reply to “W. J. 
(JOURNAL, December llth, 1926, p. 1151): For the last twenty 
years I have met no case of chronic obesity (with or without 
cardiac dropsy) that I have not been able to bring down to the 
average normal weight by a ae carried out clectric treat- 
ment, strictly in accordance with the late Dr. Bergonié’s own 
directions. But, to quote his words to me: “The app. :atus 
must be made strictly in accordance with my own views ’ and 
not, as pointed out to me by him at the time, similar to tat of 
auy of the makes exhibited at the London exhibitions). *‘ Do 
you think,” he saia, “after working for fifteen years in trying 
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to perlect my apparatus, I do not know how I think it ought to 
be made to ive the results I made it for? The diet is also most 
important, and if not carried out strictly on the lines I have 
stated, the patient stands a grave risk of exchanging the obesity 
for chronic nepbritis.”” (I may state I have seen more than one 
such instance where the treatment has not been carried out by 
a medical man.) About -33 lb. weight should be lost a week, 
or a stoue a month, and in cases accompanied by dropsy as much 
as 9lb. in the first treatment has. taken place in some of my 

vatients. One male patient lost as much as 40 Ib. in a course of 

wo series of treatments lasting about six weeks each or less. 
This same patient lost 2ft. in girth. At the commencement of 
treatment he could not walk fifty yards, whereas at the end of 
the treatment he stated he “was not walking less than eight 
miles a day.” . 


ULTRA-VIOLET LIGHT IN RAYNAUD'S DISEASE. 


Dre. JUSTINA WILSON (London) writes in ly to Dr. Sidney 


Matthews: Ultra-violet light bas a marked effect on Raynaud’s 
disease, which may be re gree: as an expression of vaso- 
coustrictor spasm. The results of this treatment are due 
to the indirect action light, which is carried down to the 
tissues by the agency of the sympathetic nervous system. 
Irradiation causes a general hyperaemia aud sympathetic hypo- 
tonia.. Much work has been done.on this at Jesionek’s clinic at 
Giessen, and there is definite evidence of the effect of ultra-violet 
light om the sympathetic nerve ends, which would appear to 
stand in some close relatiouship to the basal epithelial cells, 
where the bulk of these rays is absorbed. I have had very good 
results in treating this and other conditions in which variations 
of capillary permeability and vasomotor tone are observed— 
results which are distinctly superior to any obtained by electrical 
methods. Treatment consists in general ultra-violet light baths 
two or three times a week, followed by a shorter and rather 
intenser treatment to the hands and feet. This, again, should 
be supplemented by instruction in circulation exercises, con- 
sisting of definite muscle contractions and relaxations, 


PTYALISM. 


Dr. H. M. Morris (Radiologist, Salford Royal Hospital, Man- 


chester) writes: Dr. W. Erle Farnham “eons Decem- 
ber 18th, 1926, p. 1205) may find zx rays skilfully administered 
of value for this condition. An accidental over-exposure of 
the salivary glands to the z rays ofteu causes dryness of the 
mouth, due to diminished activity of the glands, and there is no 
reason why this fact should not be applied therapeutically. 


BoILs AND CARBUNCLEsS. 


“RR. F.,” who resides in Scotland, asks if others have observed 


a great increase in the number of cases of boils, carbuncles, and 
septic skin conditions generally. During the past ten weeks or 
so the number of cases of carbuncles in the neck has been very 
large indeed; there have also been cases of carbuncles in the 
arms and many cases of septic skin conditions. Furuncles in 
the ears are also more common than usual. No one class of the 
community seems to be specially affected; in no. case bas 
glycosuria been found. Does the condition result from lack of 

roper bodily cleanliness, owing to the diminished supply of 
= — during the coal strike, or has it some connexion with 

ie 
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THE TOOTH-BRUSH: BOON OR BANE? 


Mr. A. ANNESLEY Gomes, F.R.C.8., L.D.S. writes in 


reply to Dr. G. M. MacPhail (BRITISH MrpDICAL JOURNAL, 
December 18th, 1926, p. 1206): The first essential requirement is 
full appreciation by the individual of oral hygiene. Without 
this consciousness and co-operation on his part no human device 
can be satisfactory. A dentist during his daily routine sees 
ample evidence of the lack of it. Next, there is a knack in the 
manipulation of a tooth-brush which dentists are endeavouring 
to teach all who come under their care. A tooth-brush whose 
bristles are sufficiently apart to enable cleaning and ventilation 
should be chosen, and when properly manipulated should not 
injure the gums or teeth. Ifa denture is crowded or irregular 
the use of a metal tooth-pick (a nou-rust one—for example, silver) 
also may be necessary. The brush and pick could be sufficiently 
cleaned for all practical purposes by washing with soap and 
hot water, preferably under a running tap, and in the intervals 
should be kept in a ventilated tooth-brush case; as an extra 
measure & few grains of paraform placed in the case will supply 
a disinfecting atmosphere inside it. Perehance in the not far 
distant future we may see the custom grow up of having 
several tooth-brushes and of using them in rotation, thereby 
allowing enough t:me for each to be disinfected in a specially 
designed case after the daily ablations. We have an analogy in 
the box of seven razors for the seven days of the week which 
some men possess. 


DISLOCATION OF OUTER END OF CLAVICLE. 


M.B., B.Cu.(Cantab.) writes: Mr. A. B. Mitchell’s paper in the 


JOURNAL of December llth (p. 1097) on suturing a dislocated 
clavicle has reminded me of my own personal experience, which 
may be of interest. Some twenty years ago, when playing in the 
*Varsity Rugger match, I had the misfortune to be kicked ‘on 
the right shoulder when falling on tbe ball to stop a rush. 
Tattempted to continue, but this was so painful that I was forced 


to stop, and, when examined by several medical men, I was told 
that I had better go to the nearest ital, as my right collar- 
bone was dislocated at the outer end. I received first aid at the 
West London Hospital. Idonot remember the exact treatment, 
but suture was certainly not performed and my recovery was 
complete. I put it down to playing tennis in the next term. 
Some four years later, when I was a medical student, I lost 
control of my bicycle when descending a steep hill, and was 
thrown on my right side against a stone wall. My right shoulder 
was much bruised and I rather thought something had gone; 
I was advised to lie flat in bed with the arm in a sling or lightly 
bandaged. Two or three days after, when in bed, I was unable 
to prevent a sneeze, and IT experienced a sharp pain, 
and on placing my fingers over the clavicle could quite distinctly 
feel the jagged fracture. This was reduced and kept in position 
by the usual bandaging. LIagain madean uninterrupted recovery, 
and never have I felt any unpleasantnéss from either the disloca- 
tion or the fracture, nor did it deter me from playing Rugger 
and tennis, and indulging in rock climbing and mountaineering. 


A CONTRACEPTIVE PESSARY. 


Dr. J. A. Davipson (Hanwell, W.) writes that since his note on 


@ contraceptive pessary was published in the JOURNAL of 
August 9th, 1924 (p. 258) its composition has been modified; it 
now consists of magnesium sulphate, with 1 per cent. of lactic 
acid and 0.5 per cent. of quinine bisulphate. For use in cases of 
chronic-vaginitis the makers (Tocker, Lindly House, Gunners- 
bury Lane, W.3) now put them up with protargol 2 per cent. or 
ichthyol 5 per cent., in place of lactic acid and quinine. Their 
advantage over other pessaries is their slow solubility, which 
—— the active agent in contact with the mucosa for many 
ours. 


LicgHt TREATMENT FOR Loss oF Hatr. 


In the notice of Dr. Nagelschmidt’s book on the light treatment 


for the loss of hair (JOURNAL, December 4th,. 1926, p. 1058) the 
lamp used should have been described as the Hanovia quartz 
lamp. An English translation of his book has now been pub- 
lished by the Sollux Publishing Company, Slough, under the 
title of Loss of Hair and its Treatment by Light. 


R&eSEARCH. IN GENERAL PRACTICE. 


Dr. EpWArD B. FFENNELL (Clevedon, Somerset) writes: Might 


I protest indignantly against the statement made by Dr. Vincent 
P. Norman (JOURNAL, December 18th, 1926, p. 1197) about the 
teaching of midwifery in hospitals? I became L.M. of the 
Rotunda Hospital, Dublin, in 1887, and have never ceased to 
congratulate myself on having been taught there, and conse- 
quently having been able to attend quite an average number of 
confinements for many years. 


PROPOSED NEW MorToR LEGISLATION. 


IN view of the new legislation which is contemplated for amending 


the law relating to motor vehicles, the Automobile Association 
has issued a set of questions to its members. Most medical 
motorists will probably find little difficulty in answering nearly 
all of them in the affirmative. Tie doctor, notwithstanding his 
continuous use of his car, may well regard a tax on petrol as 
fairer than the present tax on horse-power. No motorist can 
object to be given three days in which to producea licence which 
he has inadvertently left at home. The proposal that the paid 
driver and not the employer (as foreshadowed under the new 
Act) should be responsible for the renewal of the driver’s 
licence will, if adopted, be a pleasant relief. The introduction 
of penalties for ‘‘ joy riding” will give some satisfaction to those 
whose cars are damaged during unauthorized use. The only 
questions on which there may be some doubts are those in which 
the abolition of speed limits is proposed. It is quite true that 
the present speed limits are grotesque ; it is also true that strict 
enforcement of these limits is practically a thing of the past. 
Nevertheless they give some sort of guide to the authorities, and 
help to keep prosecutions for driving to the danger of the public 
ata minimum. If speed limits are abolished the motorist will 
be liable to be charged by a policeman, untrained generally in 
motoring, with dangerous driving. No motorist will be safe 
unless the police are given some sort of standard by which to 
judge danger. The off-side rule, which has often been advocated 
in our columns, woulkd form a useful foundation for the police- 
man’s knowledge. 


OsTKO-ARTHRITIS OF THE : A CORRECTION. 


Dr. H. WARREN CROWE (Harrogate) desires to correct Dr. W. J. 


Midelton’s statement (JOURNAL, December Lith, 1926, ». 1152) 
that—in his (Dr. Crowe's) cases—non-specific toxin was used. 


- « There is no justificatiou,’”? Dr. Crowe writes, ‘‘in my paper for 


the assumption that my treatment was not specific. In fact, the 
reverse is suggested. My words were as follows : ‘ Beyond — 
that the chief vaccine used was nade from streptococci obtaine 

from foci of infection, no further details are here given,’’’ etc. 
I have always disliked the unscieutific and reactionary principles 
which seem to underlie non-specific protein therapy. 


VACANCIEs. 


NoTIFIcATIOns of offices vacaut in universities, medical colleges, 


and of vacaut resident and other appointments at hospitals, will. 
be found at pages 35, 38, and 39 of our advertisement 
columns, and advertisements as to partnerships, assistautships, 
and locumtenencies at pages 36 and 37. 

A short summary of vacant posts notified in the advertisement 
columns appears iu the Supplement at page 12. 
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Cases 


JN DIFFICULT ALIMENTATION due to functional or 


organic derangements, Horlick’s Malted Milk, being bland, 
soothing and well tolerated by the most sensitive stomachs, 
may be used under any conditions as an efficient nutrient, 
even in obstinate cases which do not respond to ordinary 
dietetic treatment. Complete in itself and needing neither 
additional milk nor cooking, it is ready in a moment by briskly 
stirring the powder in hot or cold water only. 


‘To secure the original, always specify HORLICK’S. 


LICK’ 
THE OR'IGINAY S 

Made in England by 

HORLICK’S MALTED MILK CO., LTD., SLOUGH, BUCKS 


Liberal samples free to Members of the Profession. 


5 


Uc 


with 


In 4 oz. 8 oz. and 16 oz. bottles. 
Descriptive booklet ana clinica! trial sample on application to 


Allen & Hanburys Ltd., 37 Lombard $t.,E.C.3. 
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~ ! “Dioxogen " is most effective for treating wounds because it combines ~~ 
to high germicidal potency with absolute safety in use. Dioxogen used yy 
ox a on fresh wounds stops capillary bleeding, prevents suppuration and - 
promotes cicatrization; where infection is a complication it destroys the A x _ 
invading organisms and their toxins, loosens foreign matter, and exerts a 
J. general cleansing and antiseptic action. The action of Dioxogen ae 
52) depends on the relatively large volume of pure nascent oxygen liberated ONY & 
~ On contact with the blood and other body fluids. It is distinguished =e ! 
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BRAND 
camPauNG 
MINERAL 


It 
Ts 


CA caror i is the ori- 
ginal Mineral Oil—Agar- 
Agar Emulsion, and has 
these special advantages : 

Perfectly homogenized 
and stable ; pleasant taste 
without artificial flavour- 

freedom from sugar, 
and alcohol ; 
contraindications ; no oll 
leakage; no griping or 
pain ; no nausea or gastric 
disturbances ; not habit 
forming. 


cA generous supply 
q for clinically testing 


will be ect to phy- 
Sicians on request. 


MONG the newer remedies of 

proven worth, there is hardly one 
that has won the favour of conservative 
medical men to so certain or complete a 
as 


Yl, 
Y 
ACF 
MAG, 


COMPOUND 


The chief reason for this is undoubtedly 
found in its remarkable reliability of 
action. 

gteat 
their appreciation of the 

atability of Agarol, especially the 
complete absence of oily or greasy taste. 
Others have remarked on its gratifying 
freedom from any griping, discomfort, 
or anal leakage. But report after report 
has emphasized the uniform efficiency 
with which it has produced the results 
desired. 


A moment’s consideration of the com- 

sition of Agarol—with its carefully 

anced of pure mineral oil, 
agat-agar an phenolphthalein—followed 
by a practical clinical test, will convince 
the most critical practitioner that here is 
no ordinary laxative, but a rational phy- 
siological corrective that offers far-reach- 
ing possibilities in restoring regularity 
of the bowels. 


many ptactitioners have 
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